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S_ignificant Findings for Rehabilitation (and Social Service) Workers

Psychtatrtcally disabled people differ widely. Some require assis~
tance and gu1dance in most aspects of personal and comwmty living; others
require it only in a few key areas. They are all unique, as are the con-
figurations of their requirements. If long-range effects are to be achieved,
a program must be able to avert failure experiences and offer diverse op-
portunities for development. Because.clients' needs are heterogeneous,

a broad gamut of services is necessary. - ‘ . 1

To varying degrees, clientele of community-based programs need com-
binations of services of which the following are illustrative: human re-
lattonsh'aps with counselors, other staff, peers and people from the com-
munity; crisis intervention; planned and informal social and recreational
activities; a multitude of concrete services from-social living arrangements
to transportation, advocacy and legal aid; medical and dental care with
careful supervision of medication; broad opportunities to learn and develop
skills from daiiy living requ'arements to“general ‘and wocational education;
opportunities for action-type experiences ‘and léarning-by-doing such-as
job-samples, client businesses and self-help orgamzatzons, and the: backtng
of periodic follow-up contacts and the provtsion ot post-program services
as necessary.

. A major problem is meeting such diverse needs mth'm budgetary limita-
tions. RECOVER approached this problem by means of a- coordinated team of
professionals and’ paraprofesstonal Expedtters- Téam mémbers conjointly
both provided and from comnumty resources obtained combinations of ser-
vices for dealing with: various configirations of client-needs. Expediters,
in particular, ‘served as mplementers and- trouble-shooters for obtaining,
‘maintaining and utﬂtz'mg s“erwces and resources avatlable in the colrlm.un'n:y°

- -

Paymg attent'aon to the "httle th1ngs" as well -as the convent ional
big areas _such as med'acatton, enployment, housmg "and social ization all
- in a broad context of human. relat'aonshtps enables. chents to - learn that
-they can win and that others .can carg, -all:of thch hel ps combat the

ub;qmtous feeling of madeq.xacy -and"-anoniie. - As experiences .extend, the
" -big areas; add that much more to stab1hty and effectt ___ness.—; - R

The mental heal th centers movement places prtortttes or serving a
wide range of peopl e. _This.requires more. staff and- deepens- kudgetary prob-
lems: An. adap’twe srequel for centers, therefore, ‘has-been mcre group and
short-term ‘therapysFor’ peopie ‘most" deeply affhcted these are not ade-
quate substttutes ‘for the’ riecessary long;-term care,! 70, _effectively meet
aftercare and. rehabthtatton needs‘of disabled ex-mental ‘patients, special
: team approaches are. parttcular y. per tnent’ if: they are. able to endure over

- time,, -Thus,-"it" is essenttal that:aftercare programs pay their way. With
- - the existing National Rehabthtatton and. Social’Security legislation:this

: A;‘js possiblé.: ‘Poplilations;served are largely: both'disabled and destitute,
“and ‘programs-. serinng these | peopie are. legaily entitied to case costs and/or
fees for serv1ce oncenecessar contractu arrangen..nts are established. "




Continuity of services means effective 1inkage of clients with se-
quences of multiple services, preferably with one person who has access
to specialistS' expertise guiding and supporting each client through a
continuum of care. Equally important, continuity means indefinite avail-
ability of programs so that a slip does not start a spiral of regression.
Many R&D projects have amply demonstrated that rehabilitation of the
psychiatrically disabled is not permanent. & -h complexly di ~led people
are neither "cured" nor ‘'rehabilitated." Bu .ney can begin a ...velop-
mental process that can continue for life, if the help is there to avert 1
! every slip meaning two steps backward following one forward.
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ABSTRACT

RECOVER is a developmental aftercare team of professionals and
paraprofessionals organized to serve the total -erson with versatility.
Coordinated expertise of the team was focused o. providing action-type
opportunities for starting developmental processes in clients. Methods
included counseling, groups, crisis intervention, cluster apartment
living, social milieu, education, job-samples, recreation and meeting
clients' needs through knowledge of commurity resources with active
involvement and field work. The aim was to start positive snowballs.
Then the aim was to keep them rolling.

Comparisons between different groups and pre- and post-program
functioning consistently showed improvement for Graduates in terms of
rehospitalization rates, employment, social functioning and self-concept.
The majority also were judged by staff to have attained objectives and
made gains. Most clients require years to consolidate gains and develop
further; thus, a program must endure itself if growth is to continue.

By becoming part of a mental health center and taking advantage of rele-
vant titles of the Social Security Act and DVR case costs, the program
can survive and continue starting new clients and backing-up Graduates.
Personal relations, comprehensive aid, persistence and opportunities for
learning by doing are seen as essential aspects of effective psychiatric
rehabilitation.
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Research Prief

Tc correct the gross deficiencies in care for the mentally i1l found
by the Joint Commission, hospitals were urged to release patients more
quickly and communities were to be aiced in developing facilities for
adequate aftercare through the Comprehensive Mental Health Centers Act.
Since 1955, the increase in community-based facilities is about three-
fold and the median length of stay for tne nation dropped from 211 days
to 57 days--nearly a four-fold decrease.

Despite these gains, over three times more patients are being re-
admitted to hospitals, The-national efforts to confront mental iilness
face-on seem to miss the very people most deeply afflicteds With tran=-
quilizing drugs, it is often possible to alleviate symptoms quickly which
is then the basis for early release. But after symptoms of an acute epi-
sode have subsided, the assistance most grievously needed is of a social,
educative, supportive and advocative nature aimed at developing human re-
lations, strengths, and abilities,

Unfortunately, essentially no public agencies or special services
have been created expressly for such purposes. A major weakness found
by many researchers has been the failure to provide for community support
and follow-up. Not only do ex-patients have the residuals of their own
problems to deal with, but a majority also live in poverty and tend to
be rejected by citizens, relatives and employers as well.

Most hospitals lepend upon referrals to private physicians, public
assistance, community clinics or mental health centers for aftercare.
However, 1like hospitals themselves, such resources typically lack the
time and personnel with relevant interests and background for undertaking
the long-term job of rehabilitating seriously disabled ex-patients.

Implications for Action

Traditional treatment and rehabilitation methods are generally in-
effective for implementing a transition from the role of chronic psy-
chiatric disability to one of effective self-sufficiency.

At our present level of knowledge, it appears that restoration of
psychosocially disabled people is not dependent upon developing new tech-
niques but insﬁe§d upon_developing approaches which permit fiexible
application of known techniques in combinations and over the time neces-
sary for ameliorating the multiple needs of ex-patients,

Moreover, the well documented fact has to be faced that the more
severe, the more chronic, and the more complex the problems, the longer
it takes and the harder it is to implement constructive changes.

Thus, two requirements lie at the very heart of effective psychiatric
rehabilitation: (1) the formation of versatile teams specialized in
developmental aftercare techniques, and (2) the ability of such teams to
obtain fees for services through existing social welfare channels which
will enable them to provide continuing services as long as necessary.

iv




The purposes of RECOVER were to investigate team approaches to pro-
viding comprehensive services and to explcre possibilities for program
survival in a world indifferent to ex-mental patients,

Findings

The Team: After trying several models of team organization, one
that met client needs most efficiently evoived. Seven service personnel,
one secretary and a clerk-steno comprised the staff. One person was pro-
gram coordinator and part-time counselor; two were counselors and group
therapists with one of these responsible for education; another was coun-
selor, coordinator of special client groups and activities and recreation-
al specialist; the fifth was job-sampling coordinator, vocational specialist,
housing coordinator and community liaison person; the remaining two were
paraprofessionals trained through the Community Mental Health Expediter
Project as community resources specialists, field workers and interviewers.

Each of the two full-time counselors worked closely with an Expediter
forming two mini-teams. Counseling and groups were conducted by the coun-
selor while the Expediter took care of all arrangements with community
agencies, hecessary transportation anu home visits; counselors also served
as consultants for Expediters. Both mini-teams met regularly with other
staff responsible for education, vocational experiences, housing, recrea-
tion and special client groups. These people knew all clients and clients
knew them. The coordinator monitored services for each client to assure
continuity. D)

The combined efforts of these people constitutc *““e mechanism where-
by multiple services were obtained and coordinated. / of the services
themselves, however, weres provided by other agencies.

Two obvious advantages accrued from this approach: (1) Several dif-
ferent types of expertise and specialized knowledge were brought to bear
on the particular combination of needs of each client. (2) Every rele-
vant service and benefit the community offered was made available to cli-
ents without red tape or hang-ups and with necessary support and practi-
cal assistance,

Program Survival: A well coordinated program 5f comprehensive ser=
vices in many ways can enable clients to avert failure and gain in coping
ability. But the process is often slow and requires periodic reinforce-
ment. Therefore, it is equally important tha. a program develop means of
surviving. RECOVER accomplished this by joining with a progressive mental
health center and carefully defining its services to meet requirements for
obtaining case costs from the Division of Vocational Rehabiiitation and
fee payments under Title 19 of the Social Security Act,

Outcome: In terms of conventiona! indices, Graduates of the program
fared as well as those of the most successful preograms reviewed. Eighty-
nine percent males and 82% females remained in the community for one year
without rehospitalization. Both groups spent five times less time in the
hospital during the follow-up year than did membcrs of all other groups
with which they were compared. Likewise, 72% males and 69% females were

\%




employed six monihs or more during the post-program year. Graduates show-
ed significant improvement in social fuhctioning as measured by the Major
Life Areas scores, There was also evidence that their self-concepts im-
proved in that they became less defensive or less self-derisive depending
on which type of self-description characterized them at intake. The ma-
jority we-e judged by staff to have attained objectives developed with
counselors to a moderate or better degree. The majority also were seen

by staff as having made tangible gains over the follow-up year.

. In light of many other studies concerning the permanence of rehabili-
tation, however, we doubt that these gains will persist indefinitely with-
out periodic reinforcemest and assistance through the inevitable ups and

? downs.

Costs and Savings: A team such as RECOVER costs about $80,000 a year.
T2King account of the average, relative reduction in rehospitalization,
the nunber of people taken off welfare and gains from taxes paid by former
F clients who worked, we estimate that the saving would be in the vicinity
. of about $92,800 a year for 70 graduates, or $12,800 mrre than it costs
to operate the program. Humanitarian benefits, of course, are incal. ilable.

Final Impressions: Several researchers estimatc that between 50 to
75% of ex-patients require more servies than are currently provided to sur-
vive in community life. With many of these people the little things such
as poor living arrangements, loss of a jcb or misunderstanding with welfare,
lack of supervision in medication, or just the frightening emptiness of
their lives trigger off disturbances that send them back to the hcspital
and further substantiate the belief they are hopeless cases.

Agencies, or preferably specialized teams, are essential to provide
human relationship, crisis intervention and help over the rough spots for
these fragile people who are otherwise often essern._ially abandoned. As
NIMH's Dr. Mosher pointed out, '"A complete understanding of schizophrenia
stil eludes scientists.!" It is difficult to imagine that those who never
had or lost their ability to lead effective lives will somediy be saved
by a scientific breakthrough in biochemistry or by invention of a super
technique. The social worker-nurse, psychiatrist teams of Holland and
the Soviet Union, similar approaches in Scandanavian countries and nany
programs in America, have shown that patient, persistent care for these
people can benefit them, often to an extent hard to believe.

RECOVER has demonstrated an approach to organizing a multiple service
team and obtaining fees that make survival possible. Our most important
finding i5 that it can be done,
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‘client fees.,
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Here the Mental Health Center and the Division of Vocational Rehabili-
tation (DWR) entered. With aid from Or. Ratcliffe and the Center's Busi-
ness Marager, Milton Ploeger, the program developed a system for obtaining
service fees for the disabled through Title 19 of the Social Security Act
(Medicaid), In addition, David Hoffman and Steven Verhul of DWR provided
invaluable help in negotiating fees for cervices for clients (or services)
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will be able to continue growing itself and thereby contribute tc the con-
tinued growth of its clients.
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of our staff during the beginning phase--Tom Reed, Scott Finley, Jackie
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a year ferreting out data from the comparison sample. But belt tightening
and adaptations tend to fall first on the vulnerable research staff.
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output data., Even after the grant and his salary terminated. Don helped
tie up loose ends.

All of these people were members of the team (almost a family); they
believed in what they were doing and did it.

H. J. Wahler, Ph.D., Director
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!. REVIEW OF OTHER PROGRAMS

Rehabilitation is somewhat unique among the social and health ser-
vices. Mainly it deals with what lies beyond treatment. After a physical
or mental condition has been treated and improved to the extent possible,
rehabilitation services may be called upon to develop skills and restore
self-sufficiency--the major efforts are developmental.

Organized renabilitation services have a relatively short history
(Cbermann, 1965). Aside from a Few schools for the blind and deaf, re-
habilitation did not become a national issue in America until World War I.
From then until passage of the Vocational Rehabilitation Act of 1954,
progress was spotty and slow. What services existed were for the physi-
cally disabled and primarily veterans.

Rehabilitation services for mental patients have been woefully lack-
ing as attested by findings of the Joint Commission on Mental Illness
and Health (1961). To this day such services for the mentally ill remain
prominent by their insufficiency. The mental health centers as a whole
have not met the mandate of the Joint Commission to provide "aftercare
and rehebilitation [as] essential parts of all service to mental patients"
(Wahler, 1971). The services that exist depend largely on the concern of
state hospitals and a few philanthropic organizations.

One hope for the future lies in the attention given this problem by
the Federal Social and Rehabilitation Services (SRS) Branch of the Depart-
ment of Health, Education and welfare. For over twenty years SRS has en-
couraged and supported a large number of rehabilitation projects designed
to study and demonstrate ways of implementing and improving rehabilitation
services for the mentally ill,

It is well recognized that enabling psychosocially disabled people
to adapt effectively to a rapidly changing society poses a plethora of
special challenges that call for approaches quite different from those
developed for the physically disabled. It has been the hope that con-
cepts and methods evolving from research and demonstration projects will
sometime be effectively applied on a national scale.

RECOVER is one such R&D project. It has operated now for three years
and this is the final report. Subsequently, assumptions, methods and pro-
cesses of the program will be described. This will be followed by a some-
what detailed description of assessment methods and the findings of eval-
uative research. But prior to looking at the project itself, other pro-
jects addressed to similar problems will be reviewed. Ideally, the intent
of such a review would be to convey a comprehensive overview of what has
been done in the area and its effectiveness. It was, however, not possible
to neatly packagz the material reviewed into such an ideal overview.

There simply were too many discrepancies in the reports regarding matters
such as clientele, methods, settings and evaluative criteria. Neverthe-

less, it is hoped that the review will illustrate various approaches and

highlight some of the problems inherent in the area.

Altogether 31 recent proiects were reviewed but most information §s
based on 22 reports,* since 9 provided insufficient data for classifica=

FThese references are marked with an asterisk in the bibliography.
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tion or comparison. These projects were selected as representative of
existing psychiatric rehabilitation programs and cover a wide range of
content and methodologies.

In the reports reviewed, the primary objectives were addressed to
improving clients' vocatfonal functioning and enabling them to remain out
of institutions. Holding a job and time-in-the-community were the pri-
mary crit- {a of success, although a third focus frequently mentioned en-
tailed impioved social functioning. :

Clientele

First, 12 is of interest to consider what the clients of these pro-
jects were 1ike; Table 1.1 summarizes various demographic characteristics
of these people. It is apparent that the majority were unmarried males
under 40 years of age. In terms of psychiatric history, they appear to
have been chronic marginal functioners rather than "hard-core' chronic
patients. One gsins the picture of a group of fairly young people whose
psychiatric problems periodically reach serious proportions, subside with
treatment and then recur. Whatever the particular problems, they seem re-
sistant to lasting change through traditional and even specialized forms
of treatment (Criswell, 1968; Davis, Dinitz, Pasamanick, 1972).

Table 1,1

Characteristics of Ss Summarized Across Projects

Variable Range M Median
Age 18-60 years 35

Sex 43-100% male 65%
Education 9-20 years 12

Marital Status:

Never Married 60-84% 65
Divorced, Separated, Etc. 76-93% 90
No. Hospitalizations/Client 1-3 2

No. Years Hospital/Cliant 1-3 2

Diagnosis 53-100% )Schiz) 65 (Schiz)
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while cause and effect are hopelessly obscured by the time patients
reach rehabilitation programs, it is apparent they suffer from extensive
interpersonal, social, behavioral, emotional and cognitive handicaps
(Dincin & Swift; Miller, 1966; Neff & Koltuv, 1967; Paik et. al., 1966).
Family ties are often broken as a result of the prolonged emtional and
financial drain patients create for their families. The patients them-
selves tend to have poor or non-existent work histories and meager fin-
ancial resources, which heighten their physical as well as psychological
dependence on public agencies.,

All this adds up to an indigent, isolated exirtence. When a patient
enters the community, he leaves the shelter of the hospitel. Without con-
tinued support, accumulated strength wanes to the point of coiiapse and
rehospitalization., Psychiatric rehabilitation, then, is or should be an
attempt through a variety of means to provide continued support and a
gradual introduction of stress and responsibility so that shaky coping
mechanisms will not be overwheimed and gradually improve.

Services

while individual projects vary greatly in methodology, there are
several categories of service that occur consistently (Rutman, 1964).
Efforts have ranged from relatively uncomplicated, straight-forward pro-
grams with modest goals to complex projects offering more comprehensive
services.

The traditional (and most common) approach has been to offer one
or two services aimed at upgrading vocational functioning. More recent-
ly, however, the trend has been to recognize the need for an array of
services concerning major life areas (Rutman, 1970; Silverstein, 1968).
A thumbnail sketch of some of the most popular services is given below.
For those interested, a more detailed description is available elsewhere

(Gergen, 1970).

Work

A diagram of methods and their frequency in reviewed programs is
given in Table 1.2, The specialized vocational components of projects
have been separated into three basic categories: (1) in hospital;

(2) sheltered workshop; and (3) community placement.

In-hospital programs were offered by 9 of the 22 programs as shown
in Table 1.2. In only one instance did a program offer both hospital and
community work placements. For the most part, hospital placements con-
sisted of regular industrial therapy services with adjunctive programs
such as token economy wards (Grimberg, 1970). However, a few projects
included more services than are typically found in industrial therapy
such as counseling, record keeping, planned assignments, shifts in place-
ments and closer evaluation of performance (Paik, et. al., 1966). In
the one project using both hospital and community placements, hospital
work was used to assess perfoifmance prior to and as a contingency for
work in community industry (Cohen, Fabrian & Geiger, 1969).

In 7 of the 11 projects offering community work programs, heavy re-
liance was placed on some form of sheltered work experience. In some
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cases, sheltered work ccrstituted the major vocational service (Rutman,
1970). 1In other programs sheltered work preceded movement to more com-
pezitive settings (Sturman, et. al., 1969; Schmidt, Nessel & Malamud,
1969).

There are several types of sheltered employment. One is convention-
al sheltered workshops. Another type is exemplified by the Fountain House
prevocational program (Schmidt, et. al., 1969) in which clients worked on
various ‘'crews'' organized at Fountain House {tseif before beginning com-
petitive commnity job placements. Work included clerical tasks, bui!d-
ing maintenance, working in the thrift shop, and preparing and serving
food in the Fountain House cafeteria and snhack bar. These experiences
were intended to help clients adjust or readjust work habits (e.g.,
attendance, punctuality, getting along with others) and gave staff super-
visors an opportunity to evaluate performance and readiness for competi-
tive glacements. This procedure was also used 1t Thresholds (Dincin &
Swift),

Since the ultimate goal of vocational rehatilitation is employment in
community jobs, some projects used ''job-samples' with community employers
and businesses as an integral part of the rehabilitation process (Beard,
Schmidt & Smith, 1963; Dincin & Swift; Sturman, et. al., 1969; Wahler &
Marks, 1969). To set these up, contracts with employers were made by pro-
ject staff who explained the nature and purpose of their programs. If em-
ployers were willing to participate, they agreed to have a client work on
a temporary basis. With these arrangements clients' performance was super-
vised and evaluated in consultation with project staff. Depending upon
the project, clients were not paid (Wahler & Marks, 1969) or paid by the
project (Sturman, et. al., 1969), the employer (Beard, et. al., 1963) or
both (Dincin & Swift). Typically, each project had many different *'job-
samples'! distributed over a variety of job types and occupational categor=-
ies. Usually clients were rotated among jobs in which they were interest-
ed and/or had aptitude.

Job-samples were usually not intended to serve a direct training
function. Rather, they were used more as situations in which personal
problems related to vocational functioning could be confronted and re-
solved (Beard, et. al., 1963). They also provided an experiental base
upon which vocational plans could be developed.

The methods outlined above emphasize programs individually tailore
ed for each client. Each client's progress, functioning and output was
not dependent on the performance of others. A different tack was taken
by other investigators (Daniels & Kuldau, 1967; Daniels, Zelman & Camp-
bell, 1967; fFairweather, 1969). This consisted of patient-operated small
businesses organized in such a way that task performance depended on group
effort. For example, Daniels, et. al., (1967) formed a house-painting
business where all the work was done by patient-~teams. This created a
condition in which cooperation and support among team members was essen-
tial for successful performance. Also, since customer satisfaction was
necessary for continued operation of the business, strong group pressure
was exerted on members who failed to conform to group policy.
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Housing

A look at Table 1.2 shows that some form of j{iving situation.
was provided for by 20 of the 22 projecte. 0f the 15 projects, 5 pro-
vided programs for people while they were in institutions and 10 served
people living in the community. Only 2 of these projects offered programs
to people that were either in or out of an institution.

Supervised 1iving arrangements in the community took several forms.
Among the most poputar were halfway houses. The simplest approach was
merely to provide a facility where a grcup of ex-patients could live to-
géther and in the process support each other in their efforts to regain
self-sufficiency. Some halfway houses were open only to ex-patients
(Loether, 1967) while others endeavored to have ex-patients and non-
ex-patients live together (Bennett, 196L4; Gumrukcu, 1965).

Contrasted with these unstructured, loosely organized halfway houses
were those with highly structured, comprehensive programs offering oppor-
tunities, training and services in vocational and social adjustment, and
in recreational and leisure time activities (Horizon House, 1966; Sturman,
Worley, & Forster, 1969). Typically, professional staff were actively
involved in the program and provided regular individual and group counsel-
ing for residents. One such program, Horizon House, operates a duplex
which serves as a halfway house, an industrial workshop, and a social,
vocational, recreational and counseling center. The halfway house per se
is only one facet of such multiplex programs.

Taking an overall view of housing arrangements associated with var-
ious programs, halfway houses constitute middle-range accommodations.
For clients needing little or no supervision other methods are popular.
Tunakan, Van Fleet and Schaeffer (1965) placed clients in community board-
ing houses while Fountain House leased several apartment units which they
then rented to clients. In both cases, the project was only indirectly
involved in supervising living quarters. At the other extreme is the need
for residential facilities with comprehensive programs for people who can-
not survive in the community without close supervision and considerable
guidance and support. Such intermediate care programs specifically de- .
signed for ex-patients are still largely in the planning stages (Meislin,
1969).

Socialization

As noted above, the primary emphasis in rehabilitation historically
has been vocational. However, it has been recognized for some time that
with psychiatrically disabled people, the major impediment to successful
vocational functioning, and for that matter independent living in general,
is social inadequacy. Thus, efforts have been made to develop methods
for improving social functioning.

Programs intended to improve social behavior seem to be quite similar
whether conducted in or out of hospitals (Brodsky, Fischer & Vleinstein,
1964; Castor & Kurtz, 1966; Dincin & Swift; Gumrukcu, 1965; Rutman, 1970).
Characteristically, an informal meeting place or lounge was provided where
clients could talk among themselves, play games, sing and engage in' other
casual activities. Usually a series of organized meetings also were
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arranged such as special interest groups, discussion groups, social clubs, R
outings (e.g., picnics, camping) and classes in topics such as cooking and

money management. Such activities typically were conducted within the

"walls' of the project.

While it was hoped that effects would generalize to the larger com-
munity when clients left the programs, there was seldom any attempt to in-
volve clients with people and activities in the community, where sustain-
ing relationships might develop, Burkowitz and Lurie (1966) made such an
attempt in a program which revolved around a community center. Apparent-
ly it was a place where non-ex-patient community members gathered to parti-
cipate in special interest groups and community projects. The program pro-
vided a four-stage entrée. Phase 1: Patients were introduced to the cen-
ter while still in the hospital. Phase 2: \lhen first discharged, they
began by participating at the center in activities exclusively for ex-
patients, Phase 3: They ther proceeded to groups composed of both ex-patients
and non-patients. And, finally, Phase 4: Ex-patients severed all ties
with the project and participated on their own. This type of program seems
like the next logical step in the progression of socialization programs.

Individual and Group Counseling

The majority of projects provided individual and group counseling in
addition to other services. Counselinag was typically intended to imple-
ment effective utilization of other services rather than constitute treat-
ment of psychiatric disorders. The emphasis tended to be on difficulties
in adjustment and relearning associated with areas that were the main
focus of the program. The counselor was seen as a person to whom a client
couid turn for help in finding ways to cope with unfamiliar or troublesome
situations and who could make suggestions and offer guidance in planning
for the future. Perhaps of equal importance is the fact that for many
clients the counselor may have been the only person they knew who was gen-
uinely interested in their progress, development and well-beinge

Program Evaluation

Program evaluation of research and demonstration projects is a two-
sided proposition, It is intended to determine the effectiveness of pro-
ject efforts vis-a-vis some criterion as well as contribute to a pool of
information by which methods and techniques can be refined and knowledge
advanced. Our review leads to the conclusion, alluded to by others (Ken-
del & Williams, 1963), that with few exceptions evaluation efforts have
not contributed substantially to either of these goals, There are two
principal problems: (1) research design and (2) data analysis. Both
suffer from lack of standardized measures, criteria and objectives,

-

Research Designs

In order to make inferences, we must make comparisons.* The closer
the equivalence of comparison groups the stronger the inferences that can
be made from demonstrated differences in dependent variables. Random
assignment of subjects to groups is the preferred method of achieving
equivalence.

e

*Caimpbell & “tanley (1963) give a detailed discussion of the issues raised
in this section.
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Table 1.3 lists six research designs arranged in ascending order of
adequac, and gives the number of projects using each.
T

Table 1.3

Research Designs and Frequency of Use for 22 Projects

Design F

. Multiple group comparison - random assignment L
¢ Multiple group comparison - random & non-random assignment 2
Multiple group comparison - no random assignment 0
One group - pre-post-comparison b
One group - no comparison 12

F — —

It is apparent from Table 1.3 that the two most adequate designs have
the least representation. The most frequently used procedure (one group - -
no comparison) is technically not a design at all since it does not rule
out alternative explanations of effects and allows no comparisons. While
it is probably not possible to ensure ro-treatment control groups (Fiske,
et, al., 1970), it is possible to find people who have not had the experi-
mental treatment and who are at least similar to E groups in important
respects, Comparisons between E groups and such semi-equivalent groups
shed some light on trends and are better than none at all,

. Another important consideration is the fact that adequate research
can be more easily conducted by some projects than others. Projects that
are part of well-established, community-based organizations in major metro-
politan areas or part of large institutions should have access to large
numbers of subjects. This makes larger samples, control groups and ran-
domization much more feasible than is the case with smaller organizations,
those in smaller communities or programs starting from scratch. "

The unavailability of trained and experienced researchers and the
money to pay them is another serious problem in agencies large or small
with a service focus.

Data Analysis (Qutcone)

Comparing outcome data across projects to establish trends uncovers
further disappointments. The-. are nearly always linked with lack of
uniform standards in: (1) criteria of improvement; (2) definition of
criteria; (3) length of follow~-up pericds; and (4) method of reporting.
Where such standards are missing, there is usually little to be salvaged
but a number of percentages, which often are not comparable™ between pro-
-, jects.

*Kendel & Williams (1963) note other areas of inconsistency such as
specification of objectives and theoretical guidelines,
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Table 1.4 gives the criteria used by the 14 projects that listed
their criteria. It may be observed that one source of agreement lies
in the importance placed on employment and community residence; however,
it is discouraging to note that these were the only two criteria on
which such agreement existed. Furthermore, projects seldom agreed on
definitions of criteria. For example, even a ''common-sense'' variable
like employment was defined in a wide variety of ways. Over various pro-
jects definitions ranged widely from only those who worked full time in
competitive jobs to any clients who had some work experience whether part
time, temporary, paid or unpaide It is not surprising, then, that employ-
ment outcome rates covered a wide range.

Table 1.4

Criteria of Success Among 14 Projects

L No. of No. Using Combination
Criterion Projects of Criteria
7 2 1 1 1 1 1
Employment 13 X X X X X X
Living Outside Institute 12 X X X X X X
Psychiatrist Judgment i X
Pre-Post Difference in
Questionnaire Scores 1 X
Per sonal Adjustment 1 X
General Social Function 1 X
Participation in Activities 1 X
Staff Ratings 1 X
Subtotals 2 1 4 4 3 31

A similar situation existed with community residence. In some pro-
jects a return to the hospital while on the program or during the follow-
up period constituted a failure. The most common method, though, was to
count as successes those living in the connunlty when follow-up data was
coliected.

Wide variation in length of follow-up intervals further confuses the
issue and makes comparison of results less meaningful. Tabla 1.5 lists
outcome statistics on the two major criteria for three follow-up periods.
The percentages of Ss employed according to various standards ranged from
21 to 70% with a median of 43% across all follow-up periods. For community
residence the range was 40 to 88% living outside an institution with a
median of 70% 1In all cases where ccntrol data wore available, E groups ex-
ceeded C groups in rate of criterion attainment. However, with the rela-
tively small Ns involved and differences in criterion definitions, the
clearest inferences that can be made from these data are: (1) that more
people stay out of the hospital than are willing or able to work; (2) rates
of community residence are more stable than those for employmen:t; and (3)
participation in projects seems to helpe It is not possible to draw con-
clusions regarding durability of effects from the available reports, since
projects were seldom funded long enough to conduct protracted follow-ups.
However, as mentioned earlier, other sources indicate they dissipate with
time (Criswell, 1968; Davis, Dinitz, Pasamanick, 1972).
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Table 1.5

Outcome Statistics for 142 Rehabilitation Projects
in Terms of 2 Major Criteria

"% Living Ouf

Follow=Up No. of N % Employed of Institute
Period PrciectsiRange Median; Range Hedian | Range Median !
—*——
0-6 Months 5 (1)P -1ho-133 70 | 26-63 45 | 56-88 74
(67) (28) (hs5)

7-12 Months 2 (2) |é0-100 80 | 56-70 63 65-75 70
(38-50) (4h) |(b2-50) (46) | (59-61) (60)

18-24 Months 4 (2) |32-200 105 | 21-50 36 | 24-85 68
(19-38) (29) |( 0-46) (23) | (16-b2) (29)

Unspecified 3 53-133 120 39-53 L. 69¢ 69

Median &3 (28)| Median 70 (45)

8This type of information was available for 14 of 22 projacts.

byumbers in parentheses are control group data where available.

CTwo projects in this category reported 69% of follow-up cases l1iving
in the community. One project did not give this information.

In general, lack of standardization creates a serious impediment to
buiiding a base of knowledge. While it is undesirable to hamstring re-
searchers with imposed research designs, it would seem wise to establish
minimum design requirements inciuding standardization of basic measures,
criteria and follow-up periods. Until some standardization is achieved,
compar ison of results across projects will continue to yield only tenta-
tive and tenuous information,




2. OVERVIEW OF THE RECOVER PROGRAM

The purpose of the RECOVER Project as stated in the original pro-
posal was ‘''to develop, demonstrate and evaluate a system of comprehen-
sive rehabilitation methods for ‘special problem,! chronically unemploy-
ed people...with special emphesis on revolving-door E@x-menta!:]patients."

The objectives were to demonstrates

(1) that people with emotional, mental and social handicaps require
specialized rehabilitative help;

(2) such help must consist of integrated systems of many services
aimed at facilitating personal growth and actively engaging clients and
community reciprocally in the growth process;.

€3) more 'marginal" people are "saluable' than has been thought
traditionally and the earlier a specialized rehabilitative process begins
the higher the probability of success.

The methods to be used were:

(1) carefully screened and supervised residential facilities
(2) individual counseling and problem=solving group sessions
(3) job-sampling opportunities

(4) training in career development skills

(5) general and vocational educational opportunities

(6) training and experience in leisure time utilizat;on
(7) job placement
(8) follow-up and renewed opportunities,

Hethods

For a program to be comprehensive it is essential that it have an
array of services available in many important areas such as vocations,
recreation, leisure time use, education, housing, and problems of daily
livings In general, the nore types of services the better. However,
more important than a mere array of services is the way in which they are
provided,

At RECOVER a distinction was made between services and service de-
livery. The first pertained to the services available both at RECOVER
and in the community. Service delivery concerned the roles and organiza-
tion of staff--how staff interacted with clients and other staff, how ob~-
Jectives were converted into action and how clients were encouraged to
become involved. A basic assumption has been (and is) that the mode and
spirit of delivery is even more important than the services themselves.

The following discussion will focus on both services and how they
were delivered, But first a brief sketch of some assumptions that guided
our approach.




Basic Assumptions

(1) Clients nhave deeply imbedded (habituated) emotionhal - social-
psychological impairments.

(2) HManifestations of these impairments (confusion, fear, withdraw-
al, general ineptitude) are not merely passive reactions to a harsh en-
vironment, but are actively motivated, not necessarily conscious, attempts
to cope and survive physically and psychologically.

(3) Generally, this behavior is oriented toward avoiding and resist-
ing effects from the environment, particularly from other people, rather
tnan seeking and striving to make the environment more responsive. Of

course, infantile dependency and manipulation also occur as survival at-
tempts.,

To deal with these we assume the following are highly important:

(1) Dependable, non-threatening (not necessarily undemanding) re-
lationships with other people are pre-requisite to reducing and perhaps
changing the pattern from one of avoidance to approach.

(2) Activity opportunity types of services are most powerful if per-
ceived by the client to be in his best interest --tut not when seen as a
means of pleasing staff or fulfilling project requirements.

(3) Most needed is engagement in a developmental process and time is
the paramount factor. Directly applicable is the axiom that what took
years to create is not quickly undone,

In short, we conceptuilize the observed behavior as an ego-protective,
avoidance oriented system fed by clients' beliefs or fllelings that they
3y he unable to cope and hence every situation but th& most familiar poses
a threat of failure, Given this feeling of impotence and vulnerability,
they are highly motivated to hang-on to whatever certainities they have,
As a result, they become experts at resisting and sabatoging the positive
efforts of helpers who "know what is best for them" (Ludwig, 1971).

For these reasons, we sought to avoid establishing rigid, formalized
expectations and requirements, Instead, we tried to maximize individual
choice and negotiation between client and program. The aim was to put the
responsibility for improved functioning in clients' hands while we acted
as facilitators. This laid the foundation for a particular kind of service
delivery which will be described after a look at the services available.

Setting

When the project began, staff offices were in. a research building
separate from but located on the grounds of a state mental hospital. Since
the program was aimed at released patients and the intent was to reinvolve
them in the community, it became apparent that we needed to be in it.
Through the cooperation of a local social action group, it was possible to
move into a small two-story house in the central city at the start of the
second year. This facility was soon overcrowded and a second move was
under taken at the beginning of the third year to a larger house also lo-
cated in the central city,
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Although much of the client activity took place away from the build-
ing, the atmosphere around the RECOVER house was an integral part of tne
program. It gave the program a warm, casual identity and the house it-
self provided an informal place for clients to gather. It also minimized
the potential for developing doctor-patient roles. Our experience con-
curs with other workers (Dincin & Swift; Schmidt, Nessel & Malamud, 1969)
who feel that the importance of settings cannot be overemphasized.

Services

Vocational

The mainstay of. the vocational services was job-samples, These were
volunteer work assignments-which took place in businesses and agencies
throughout the city. Employers were contacted and asked if they could use
some free help and at the same time help a person who needed an opportunity
for work experience. The program was explained in detaii and.employers
were guaranteed the full backing of the program in case of difficulty,
although no attempt was made to hide the fact that clients had emotional
problems. Of the 96 employers contacted in three years, only one refused
to cooperate. The range of potential job-samples was as broad as the em-
ployment base of the city.

The fcllowing are examples of the job-sample placements used by the
project: teacher aides, park maintenance assistants, janitors, clerks,
game farm attendants, scrvice station attendants, sign painters, uphol-
stery shop assistants, baker assistants, and hospital and nursing home
aides. Although the msjority of job-samples were unskilled labor, we
were able to place clients with professional skills (two accountants and
a registered nurse) in jobs requiring their particular expertise.

Job-samples were very flexible and consequently could serve several
purposes. They provided: (a) opportunities for those who lacked clear
vocational preferences to actively explore different types of work; (b)
opportunities to strcngthen work habits such as regular attendance, punc-
tuality, getting along with fellow workers, accepting directions, and
supervision; (c) informal on-the-job training; (d) a means of evaluating
appropriateness of formal training plans; and (e) opportunities to use
time constructively and to meet community people. .

Unlike other projects (e.g., Sturman, \lorley & Forster, 1969) the
time a client was ailowed to stay in any one placement was not limited and
there were no requirements regarding the number of different placements
a client must have hatd. " Such constraints would have conflicted with our
approach of implementing individualized client goals.

From time to time the job developer held seminars lasting from six
to eight weeks. Sessions included practice in completing application
forms, role playing job interviews, and discussions of matters such as
job search procedures, appropriate dress and how to answer questions re-
garding previous mental problems, In addition, speakers from employment
agencies and personnel departments came periodically to talk with clients.
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Throughout the project close liaison was maintained with the Division
of Vocational Rehabilitation (DVR). A mutual referral system was develope’
in which RECOVER clients were referred to the DVR counselor for vocational
training and other services the program could not prrvide. DV, likewise,
veferred clients to RECOVER for rehabilitation services.

RECOVER was fcrtunate to have a DVR counselor as liaison person who
took a personal interest in the program. He gave us honest {(but vot al-
ways complimentary) feedback and was a strong advocate of the program
among his many contacts.,

Housing

when the project began, client housing was not sponsored by the pro-
gram. In the grant application a halfway house was proposed but not fund-
ed and it was necessary to rely on supervised and unsupervised housing
available in the community. This soon proved unsatisfactory on two counts:
(1) supervised housing was poorly supervised and scarce, and (2) clients
living in unsupervised accommodations were so widely dispersed they could
not get together during off-program hours. This meant the loss of an im-
portant opportunity to capitalize on acquairtanceships made in the program.

After considering various alternatives, a housing service called
cluster living was initiated. A landlord with four medium-sized apartment
houses agreed to rent several apartments in each building to RECOVER cli-
ents. All the buildings were in central locations and rent was within the
limits of welfare allotments. One RECOVER staff member lived in onc of
the buildings and-agreed to intervene when and if problems arose. At first
she was kept busy with questions, complaints, and crises from clients, but
these gradually subsided as client self-help teams were developed.

From all standpoints, this arrangement proved very fortunate. A great
deal of responsibility was left to clients--they were responsible for pay-
ing their rent, buying their food, and preparing their meals. This created
a need for and a genuine interest in cooking and budgeting classes which
before only elicited boredoms Clients' isolation was reduced, and they
soon began inviting each other to dinner, shopping tripns, movies, etc.

In addition to the benefit clients received, the project had no ad-
ministrative or financial responsibility for buildings or their mainten-
ance. However, as with job-sample employers, project staff provided 24-
hour back-up to apartment managers, the landlord and clients.

During the two years cluster housin§ operated, there were severai
incidents, Some were initiated by clients (i.e., excessive noise, too
many boyfriends) and others were generated by strict managers. Most of
these were resolved with minimal staff involvement. On a few occasions
clients were asked to leave by the manager and on one occasion the manager
was asked to leave by the landlord. Although there were several incidents
of psychotic behavior (some of which required rehospitalization), no client
was evicted for this reason, nor did these instances create major disturb-
ances. This was no doubt due to managers' quick notification of staff and
an equally expeditious response from staff,
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Current apartment managers are very interested in the program and
the clients in their respective buildings. Once a month project staff
and managers meet to discuss any difficulties that occurred and managers
offer their services when appropriate. In effect they have become periph-
eral members of the rehabilitation teams.

Recreation and Leisure Time Services

This portion of the project went through several evolutionary stages.
From the outset the intent was to involve clients actively .n community
social groups and events rather than merely give them something to do.

After several attempts and almost as many failures to interest clients
in community recreational resources or special interest groups, it was de-
cided to involve them directly in planning their own recreational and
leisure activities. This was done by shifting clients with minimal need
for individual counseling to a volunteer client-staff group. Positions
in this group, known as the 'Happenings Ensemble,'' vere considered job-
samples.

Under the direction of an imaginative staff membe-, clients gradually
began to organize some fairly traditional but very successful activities
and projects. For example, they updated a leisure time organization file
consisting of over 300 entries; they instituted a monthly social evening,
which was usually a costume party (e.g., Bohemian Happening) and a weekly
crafts class which was conducted by a RECOVER graduate. A 130-page cook-
book aimed at meal preparation from low cost and commodity ingredients
was compiled and at the time of this writing clients are trying to find a
publisher. A 'monthly" newspaper was started as well as a bulletin which
appears whenever clients feel there is something urgent to say.

In addition to these "in-house" projects, clients themselves solicited
and were given free passes or discounts to theaters, bowling alleys, mini-
ature golf courses, swimming pools, baseball games and local fairs.

It is not meant to imply that clients spontaneously organized and de-
cided to develop projects. This was not so. ileither did staff do most
of the work with clients tagging along behind. The staff member provided
organi zation, motivation, purpose and support. Clients faltered badly
at first, but with continued re-emphasis that what they were doing was
important for themselves and other clients and that they were the only ones
who could do it, they gradually developed systems for getting things done.
This process was implemented by the fact that better functioning clients
supervised and assisted the more marginal people. In this sense, it was
not unlike Fairweather's (1969) teams, although our group was less formal-
ly organized.

Besides building a leisure time program to be proud of, Happenings
provided an additional sheltered work placement. This enabhled us to
assess and work more closely with clients needing special attention prior
to community job-samples.




Education

In addition to informal courses and seminars held at RECOVER house,
formal courses at local schools were also emphasized. These were viewed
as another source of enriching experiences. Clients were urged to learn
for fun rather than achievement and each was encouraged to take at least
one course of his choosing while in RECZJER.

To facilitate this, the project maintained close liaison with the
adult schools and community colleges as well as agencies offering instruc-
tion for high school equivalency diplomas. Current catalogues of course
offerings were kept on hand and clients wishing to enroll were given
assistance as needed. The project covered costs of tuition and books up
to $100 per client--costs beyond that were obtained through DVR.

Individual Counseling

Each client upon acceptance was assigned a counselor. Assignment
was most often based on size of counselor case load, although it was
occasionally deemed necessary to make assignments by matching counselor
skills with client problems. Clients met with counselors at least once
a week for sessions lasting from a few minutes to an hour.

The counselor served a central role in the RECOVER approach to ser-
vice delivery. He was responsible for coordinating the individualized
program which he and the client decided upon. It was the counselor's job
to keep clients focused on progressing toward the objectives they estab-
lished. These objectives were seen as negotiable contracts between the
client and the program which could be altered by mutual consent.

The term ‘'counseling'’ rather than Ypsychotherapy' was used at RECOVER
because we wanted to avoid a doctor-patient atmosphere. \le wanted to em-
phasize that counselors (as well as other staff) were trained people help-
ing other people learn how to steer their own lives and cope with practical
probiems arising therefrom. In the process, it was necessary to deal with
therapeutic needs--emotional conflicts, interpersonal dilemmas, problems
of sclf-concept, perceptual and thinking distortions, obsessive ruminations,
etc. However, these were not treated as ends in themselves, but as imped-
iments needing to be dealt with in the course of working toward carefully
developed goals.

.

Groups

RECOVER utilized three types of groups: (1) small group, (2) encount-
er, and (3) self-help (large group).

Small Group: The small group had a traditional group therapy format
with the focus on problems related to experiences in the program.

Encounter Group: The encounter group was for people who were well

along in the program and who were judged by staff able to benefit from a
direct-feedback approach. This group lasted from 8-12 weeks and was open
to program and non-program members, Surprisingly, staff from several co-
operating agencies joined. Contrary to common expectation, this was a
very popular group among clients, and from our observations provided a
useful experience.
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Self-Help--The Levels Systam: Early in the program attempts were
made to structure movement through the program into levels. The intent
was to adopt a token economy concept to a community program.

A system with four levels was designed. The first three contained
increasing responsibility, expectations, privileges and stipends. For
example, on Level I a client could have a job-sample at the hospital
(where we were then located) but not in the community. This level paid
a stipend of 75¢ per day. On Level II clients were expected to have a
community job-sample and earned $1.50 per day.

Level III was designed as a period for clients to make plans for
graduation. This usually entailed looking for jobs, making arrangements
for schooling or training and gradually disengaging from the program.

The Level III stipend at $2.50 per day in addition to welfare grants was

a relatively comfortable income for clients. Since there were insufficient
funds for people to stay on Level III indefinitely and since we could not
think of a strong positive attraction to the fourth stage of graduation
and follow-up, it was decided to limit Level III status to four months.

A graduated decrease in stipend was also instituted to provide a negative
incentive for attempts to remain too long at Level III.

Client progress was reviewed each week and promotions were made as
clients fulfilled the responsibilities of their current levels. This
procedure worked very well for a while. ' A consultant specializing in
behavior modification techniques viewed the program and felt major modi-
fications were unnecessary., However, a curious thing began to happen.
Clients progressed readily to Level II, but actively avoided Level III.
It was soon realized that clients saw Level III as signaling a pre-deter-
mined termination date with a return of the many uncertainties they had
experienced in the past.

Because we were unable to solve this dilemma, the Levels System was
gradually abandoned in favor of a client self-help group.

Client Self-Help Group: The self-help group has met for approximate-
ly two years. Its intent was to convey expectations that clients were to
do things for themselves; to generate opportunities and in the process
enable clients to see that their actions could have effects. The group
elected officers as well as a staff advisor who attended weekly meetings
and acted as a liaison to other staff. The first major goal was to estab-
lish a loan fund and to defray expenses of entertainment which the group
organized.

Their fund raising achievements were impressive, all things consider-
ed. For example, they arranged for a dinner-dance (spaghetti and a rock
band), sold tickets, got a hall and band donated, bought, prepared and
served the food, decorated the hall and cleaned up. The efforts of about
25 people were involved and the event netted $150. They also organized
a flower stand which was open three days preceding Easter, Mother's Day
and Memorial Day. Net profits were $350 for the three holidays. Other
enterprises included two car washes ($85) and selling spices on consign-
ment, which was their only break-even project.
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With part of their earnings, the loan fund was established and rules,
Timits, and interest rates were adopted, The remainder of their funds
paid for a campout.

With the advent of ''Happenings Ensemble,' the self-help group (named
PROBE by clients) shifted major responsibility for fund raising and enter-
tainment planning to the Ensemble and directed their attention elsewhere,
They are now in the process of writing a constitution and planning an
evening and weekend emergency service to help each other in case of crises,
In time, it is hoped that this service can be extended to people in emo-
tional crisis who are not RECOVER clients.

Although this group has had several successes, its evolution has been
slow. Its progress is a mirror of its leadership. when the officers pro-
vide leadership, progress is made. When officers lack leadership ability,
accompli shments wane.

Network of Community Services

In addition to services provided directly by the program, all rele-
vant community services are made available and coordinated by project
staff. In addition to other duties, three staff are responsible for
maintaining current information on community social services. These
staff provide close liaison between RECOVER and major agencies such as
Public Assistance, DVR, the State Employment Office, the State hospital,
and other components of the Mental Health Center.

It is noteworthy that in RECOVER we do not regard return to the hos-
pital as a failure to be avoided at all cost. Quite the contrary, if a
client showed signs of a returning psychosis, staff implemented his return
to the hospital. However, we also kept in contact with the client and
hospital staff which greatly facilitated early returns to the program
where the client could take up where he left off.

Fragmentation and duplication which is often the result of multiple
agency involvement did not occur. This was primarily due to the fact
that: (a) RECOVER staff first enabled clients to clearly determire which
services were needed; (b) staff were well acquainted with the full gamut
~f agencies and how they performed, thus avoiding inappropriate referrals;
and (c) staff took full responsibility for seeing that clients received
the services they neededs Clients were not just turned over to other
agencies in hopes all would go well. RECOVER staff accepted responsibility
for the total needs of the client and coordinated and followed through on
all service needs whether provided by RECOVER or other agencies.

Fbllow-UE

Although average time for intensive involvement in RECOVER varied
from six to nine months, the program was never closed to former clients.
An important aspect of developmental aftercare, as we see it, is that
clients have an option of returning to the program for complete or partial
services as the need develops. The continued availability of the program
over a8 long time period is necessary to maintain initial gains and keep
the developmental process moving.
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The Service Delivery Team

iHaving visited several of the more comprehensive psychiatric re-
habilitation programs mentioned in the introduction, it is curious to
us wiy so little is said about some of the "hows' of these programs--
staff characteristics, staff-staff and staff-client relationships and
administrative organization--all of which are very different from re~
lationships and operations in traditional clinics and treatment agencies.
Our observations and experiences led us to believe that if there is any=-
thing unique in psychiatric rehabilitation programs, it has as mucn to
do with these intangibles as with the specific activities in which clients
engage.

RECOVER embraces the often expressed philosophy that a client can
best be served if he is treated as a total person. The ''inner" psycho-
social-emotional problems of clients interact with situations and situ-
ations in turn feedback upon the '"inner' problems. Services must be
available that can irteract accordingly. This, of course, means know-
ing a great variety ot things. One way to attempt this would be to re-
quire all necessary functions of each staff person. This is impractical
for many reasons. A main one is that most people are not equally equip-
ped to provide several types of service.,. For example, counselors are
not trained nor usually interested in helping people manage everyday
affairs. Vocational counselors may prefer not to deal with stormy emo-
tional crises. Counselors, group therapists, psychiatrists, psychologists,
etc., are seldom well informed about the many agencies, services and re-
sources available in their community and so forth.

Another alternative is a team approach. This requires a great deal
of commnication, coordination, cooperation, flexibility and willingness
to accept responsibility among staff who collectively represent a wide
range of skills and interests.

0f course, there are teams and there are teams. The RECOVER team
is a group of people working toward a common set of goals who possess
complementary skills necessary for attaining the sometimes complex ob-
jectives developed by counselors and clients. Members of the team rea-
lize that their success will depend on their collective, integrated
action. )

Certainly not all people make good team members. Grob (1963) com-
piled the following list of qualities desirable for psychiatric rehabil-
itation team members: leadership, initiative, internal security, out-
goingness, warmth, empathy for mental illness, tolerance for deviant
patterns of behavior, objectivity, ability to set and adhere to reality
limits for members, flexibility but consistency, freedom from dogma, con-
ventionality or schematization in approach, courage to experiment with
new ideas, capacity to maintain such effort in an irhospitable social
environment, and ability to work in a complementary rather than hier-
archical role.

While people with all of these qualities probably ¢ not exist, the
more of them found among staff, the better the team and the better the
rehabilitation program.
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The RECOVER team has gone through three evolutions. The first team
was composed of a coordinator,”™ two counselors, and two community resource
specialists. Their respective credentials were MS in Psychology, MA in
Counscling, Mental Health Technician (paraprofessional) with 20 years ex-
Perience, BA in Psychology, MA in Social Welfare.

The duties of the counselors were described in a previous section.
The duties of the resource specialists were divided among the several
community-oriented task areas. One person was responsible for job-samples,
housing and Tiaison with the Department of Public Assistance and the State
Employment Office. The other was responsible for recreational and social
activities as well as coordinating the educational services. The coordin-
ator, in addition to a small case load, maintained an overview of staff
activity to insure coordination of effort and to see that the program,
functioned in accord with its goals. This entailed regular meetings with
individual team members and the total staff. Support and back-up was given
to staff when necessary and there were meetings with many agencies and

. groups to acquaint them with the program.

The second step in the development of the team occurred with the
hiring of two graduates of the Mental Health Expediter Program (Wahler,
Johnson, & Uhrich, 1572). This was a paraprofessional training program
which focused on the practical and cituational aspects of nelping roles.
Trainees were instructed in the fundamentals of counseling and problem
definition.. However, the major emphasis was on detailed knowledge of
local social and health services and how to get them.

The Expediters formed a program called Community Outreach Rehabilita-
tion (CORR), which was intended as a maintenance program for ex-patients
who were unable to become fully involved in RECOVER but needed regular
support in order to remain out of institutions. This program also served
RECOVER clients who had received maximum program benefits, but who still
needed minimal support to stay in the community. A proposal submitted

to SRS for supplemental support of CORR was not funded which necessitated
a third re-ordering of the team,

By this time RECCVER had accumulated a substantial waiting list and
it was necessary to begin collecting fees for services in anticipation of
the termination of federal funds. Up to this time, we had the luxury of
being able to experiment with new methods without financial worry. Now
it was necessary to maximize income without reducing quality of service.

To do this, staff were divided into two subteams. Each subteam con=-
sisted of one counselor and one Expediter, The two community resource
specialists continued to function in the same way but related to two teams
rather than to four individuals.

By pairing Expediters and counselors it was possible to give Expedi-
ters sufficient supervision so that they could maintain a small case load
as well as help other program clients with everyday, practical and situ-

“The project director, a Ph.D. in (linical Psychology, is not listed as
part of the teams, While he kept in close contact with staff, he did not
participate in direct service,
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ational problems. They also began doing intake screening and acting as
co-therapists in groups. This reorganization increased program capacity
by approximately 75% (from 40 to 70 clients).

These three phases all contributed to a basic structure which promoted
a fluid and dynamic quality -in the program, There were no rigid policies,
only guidelines. Any staff member, or client for that matter, could make
exceptions to established procedure providing he was willing to accept the
consequences. If consequences might potentially involve other staff, those
likely affected were consulted or a group decision was made. All personnel
selection and most major policy and procedural decisions were made by con-
sensus.

Everyone had a voice in these matters which created an interest and
responsibility for making them work. If, after reasonable trial, some-
thing or someone did not work out, changes were made by consensus.,

Similarly, all staff had a voice in selection of clients. When a
person was accepted that meant acceptance by the entire staff. Each had
a responsibility to every client. Specific responsibilities differed
among staff members depending upon the nature of their jobs, but there
was, nonetheless, collective responsibility. \leekly joint team briefings
were held so all staff had current progress reports on clients regardless
of the team to which they were assigned. In the event of crisis in the
absence of a counselor, someone was able and expected to help.

It was also program policy to listen to clients' complaints and
suggestions rather than look behind their statements for ''latent content!
or assume their complaints were merely ''sour grapes''--client input was
regarded as valuable feedback for program planning. In order to enhance
communication betwcen staff and clients and to further legitimize client
input, two representatives were elected from the PROBE group to attend
weekly staff meetings and periodic intra-staff workshops.

Client welfare was paramount. From time to time it was apparent that
a poor match had occurred between client and counselor and that it was to
the client's advantage to bec reassigned. New counselors sometimes had
bruised self-images as a result, but when they saw experienced counselors
exchanging clients it became accepted practice.

Throughout the course of the project every staff member from community
resource peorie to the secretary was involved with clients. In cases
where clients gravitated to inexperienced staff, close consuitation and
back-up was given by experienced staff. This flexibility and mutuality
of effort did not happen easily. There were many fights. While the
strength of the staff lay in its diversity (there were wide ranges of age,
education, experience, value systems, personalities, etc.) reaching con-
sensus among this group was often challenging. The fact that two people
who sometimes disagreed on what should be done with clients had to depend
on each other to do their jobs also created friction. Fortunately, al!
staff recognized that in a field where there are no clearly right answers,
diversity and difference of opinion can become assets. This made it pos-
sible to establish ways of dealing with bad feelings that everyone came
to accept.
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This was don: in two ways, First, two hours were set aside after
the weekly business meeting to talk about and resolve problems between
staff members. A communication-encounter format was used where the peo-
Ple in conflict tried to work out their differences with other staff ob-
serving and helping where necessary. This was not group therapy for
personal problems. The problems had to be related to the. work situation.

The second vehicle for dealing with interpersonal difficulties among
staff and resolving program difficulties was reserved for occasions when
several staff were cranky with each other. This was usually regarded as
a symptom that there was trouble somewhere else in the organization. It
often meant that we were becoming routinized, losing our focus and oper-
ating at cross purposes--for personal rather than group goals. At these
times we held one- to three-day intra-staff workshops where everyone air-
ed their complaints, feelings, and opinions about what was wrong and what
should be done to correct it. The workshops functioned as general stock-
taking sessions where we had a chance to take a breath and regroup. Three
of these have been held at 8-12 month intervals,

The most vital question, of course, is what does all this have to do
with clients? Two brief case studies may help to convey a flavor of what
RECOVER was and was not able to do and how the team worked with individuals,

The first case is that of a woman who progressed considerably while
she was in RECOVER, The first account is that of her counselor; the
second is her description of her experiences.

Counselor's Summary Report--Ann (7-14-70 to 12-7-71)

Ann, an attractive 22-year-old female, referred herself to RECOVER
after her discharge from the state hospital. This was her second admis~
sion, which was precipitated by depression and several suicide attempts.

She had been treated with medication and electro-convulsive therapy as

well as group and individual therapy. Her remission was slow and 1imit-

ed and she was still prone to recurring states of depression with a very
poor outlook for her future. At the time she was interviewed for RECOVER
she was somewhat obese and smoked incessantly; her reasons for suicide
attempts were unhappiness, marital difficulties, and frustration over bills,

As her counselor, my first impression I must say, was quite pessi-
mistic, She sat totally passive with no apparent expectation and with
an unreal quality about her expression and affect. She was unable to
initiate any conversation and her responses were short, blunted and had
the effect of leading nowhere. She slumped in her chair, 1it one cigarette
from the other and waited. In spite of my own frustration and what appear-
ed to be an almost utter contempt and disregard for herself, there was
something about her that was appealing and I felt challenged. Her com-
mitments which were negotiated during the first few months were: (1)
She would keep her appointments with me. (2) She wouid involve me at the
earliest possible time, day or night, if she became depressed, or other-
wise got into difficulty. (3) She would cooperate with me, and my pre-
scribed directions, as long as she did not disagree and that she would
tell me if she disagreed.
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Her initial objectives were: (1) to learn to get closer to people so

she would not feel so lonely; (2) to understand and "make sense' out of
her mixed-up life and her 'weird behavior;' (J) to learn to like herself--
"to be good;' and (4) to develop a vocational skill. Her objectives be-
came our objectives. Hy commitment to her was to try my best to under-
stand her and to do everything I could to help her achieve her objectives,
as long as she continued to put forth an honest effort and wanted my help.
That was and is our personal contract.

Prior to discharge from the state hospital she worked part time in
the office as a ward clerk which she liked. As her first assignment, we
arranged to continue this as a job-sample which she held for 2-1/2 months
when she enrolled in the vocational school. She was also assigned to
"'small group'" and to "large group" in addition to sceing me at first twice
a week and later cnce a week for one-hour informal discussions.

The first 2-1/2 months on the program were fairly uneventful. Our
relationship was developing some strengths and, except for a short while
when she became threatened and complained that I was "too hard and pushy,"
we became quite comfortable with each other. She also liked the groups.

In group she was allowed to be a passive participant--always invited but
never pushed or expected to perform in any threatening way. In our session
I could '"call the shots' and if push was indicated, it was up to me to do
it or arrange for it to happen.

By October, when she enrolled through D\R in a clerk-typist class at
the vocational school, I had gained her trust and confidence and overall
we had developed a good working relationship.

Aside from some initial anxieties, school went well and she managed
above average grades. \le began to see obvious positive signs of growth.
Before this, progress, if any, was gradual and measured more by the ab-
sence of incidents or upsets than by positive signs. She now began to
actively use the resources of the program. The expectations of school
with its time limitations forced her to seek more aggressively the help
she needed and to branch out to those who were qualified with the more
specialized assistance she needed. Consequently, during this time she
went to various staff and other counselors whereas before she stuck with
me. She was also participating in a newly formed advanced Encounter
Group and she had begun more normal dating practices, resulting from peer
relationships at school. By February and March of 1971 she was receiving
much feedback from others about the obvious transformation in her. She
was active, outgoing and aggressive enough to meet most of her social
needs, She had found a girlfriend whom she liked very much and was mak-
ing plans for them to share living arrangements.

The negative incidents which did occasionally occur were played down
and, more often than not, were not known beyond the counseling relation-
ship. Her acting-out and drug abuse appeared to diminish in relation to
her increase in self-respect. Only once did such behavior result in a .
return of previous suicidal feelings or threats. For a short period dur-
ing a particularly stressful class at school, she developed a series of
Physical symptoms and complaints which reduced and leveled off when the
stress passed. However, she apparently did retain a moderate degree of
hypochondriasis as a means of coping under stress.
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She enrolled in summer courses to expedite completion of her courses
and also volunteered part-time work in the RECOVER Office. \lhen she de-
cided against returning to school in September, she continued on in this
position until she acquired a temporary paid job with the United Good
Neighbor Fund (UGN). While working in the RECOVER Office, she was elect-
ed President of PROBE, a self-help client organization, and was one of
two who were elected to a second term.

Ann graduated from RECOVER in December 1971, while still employed
at UGN. The decision to graduate was by mutual agreement between her and
myself. She continues to see/ﬂfriodically when she fcels a need to do so.
However, these visits appear to be, for the most part, social and include
visits with other staff,

After her UGH assignment expired, she continued as a volunteer for
about a month while sesking other employment. Unable to find office work,
partly due to economic conditions in this community, she accepted work at
a commercial laundry where she is still employed. She and her friend now
live in a rented house in one of the better areas of the city, and ,it
would appear from her occasional visits, that she is getting along quite
well and is relatively happy.

Ann's Account of Experiences with RECOVER

Beginning the RECOVER Program in the middle of July 1970, I was
frightened but hopeful. I didnit know what I wanted or expected from
the Program, but I did know I needed help to stay out of the hospital.
I decided to take a risk and see what RECOVER could do for me. I found
out that the RECOVER Program could do nothing for me unless I was will-
ing to help myself. tiy main problems were that I hated myself, 1iked
very few people, and trusted no one.

The first three or four months on the Program were very hard. My
counselor seemed to keep pushing me to talk about myself. At one time
I wanted to change counselors because of this, but after talking to one
of the other counselors I decided against it.

The pushing and probing and the way I was counseled finally paid off.,
I found out so many things about myself that I either didn't know or
wouldn't accept. One thing I finally accepted was that I did get angry
at other people. I always turned my anger toward myself and misconceived
my anger as hurt. Also, I found out alot of things that I thought were
abnormal were quite normal.

For months when someone would ask me a question I would answer ‘'iyes,"
"no," or "'l don't know,' giving only direct answers to their questions.
My counselor explained that this was one reason why people felt I thought
I was better than them, or thought I was a snob. He was right; when [
started talking to people rather than just giving a direct answer, I got
atong much better with them--this really helped me.

The staff of RECOVER always gave me encouragement. They helped me
get schooling through DVR, helped me with the parts of my courses I
didn't understand and encouraged me when I was ready to give up on my
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schooling. When I was President of PROBE, the self-help group, the staff
encouraged me a lot when I was about to give up.

My job-sample was as a clerk-typist at RECOVER, which with the staff's
help, built up my self-confidence and it made me feel good to know they
trusted me to work with then and believed I could do the work. Like so
many times before, when I wanted to give up they were there to talk to 1
me and help me back up.

When my E.S.P. (Employment Supplement Program) slot was up at UGN,
I couldn't get back on Public Assistance because they considered me em-
ployable, With help from the Program, I got back on until I got a job
a few months later.

ol

The RECOVER staff is like a big family, ready to help any client, at
any time--day or night, who really wants help. Even the secretary helped
if she could, Also, if my counselor was unavailable for me to taik to I
F could and did talk to one of the other counselors.

I honestly believe I would not have made it if it hadn't been for
the RECOVER Program, the staff, especially my counselor who helped me
help myself,

I was on the RECOVER Program about one ycar and five months, and
I am very grateful that the Program and the RECOVER staff were always
there to pick me up when I was falling, encourage me when I was ready
to give up, and believe in mo,

Even though I have graduated from the RECOVER Program, I can get
counsel ing when needed, and take part in client meetings and activities.

Now, I have a job, plan to take more secretarial courses, have
friends, trust people, and most important, like mysalf alot.,

I still have my bad moments, but thanks to the RECOVER Program, I

can handle them because now I believe in myself,

The following case demonstrates a less gratifying outcome, Un-
fortunately, Carl's view of his experiences is not available; he agreed
to describe them, but they were not forthcoming.

Counselor's Summary Report-~Carl (12-31-69 to 5-25-70)

Carl came to RECOVER with a great deal of confusion and fear about
his sanity and much uncertainty and apprehension about his future. He
was 18 years old, his parents were dead, his twin sister was in a state
1 mental hospital, and he was totally alienated from his foster parents.

Carl lived with his parents until he was nine, when his father died
and his mother abandoned him. His relationship with his foster parents
was described as 'distant" and their life nomadic., At age 14 he was com- |
mittad to a residential school for juvenile offenders as a result of re-
peated runaways and numerous burglaries. There he graduated from high
school and was released five months prior to our meetinge l
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In that five-nonth period he was arrested for carrying a concealed
weapoh with which he said he intended to assault his girlfriend's suitor,
After his 15-day jail sentence, he admitted himself to the local state
Psychiatric hospital and said he was scared, nervous and depressed, He
was intensely 'worried" about his twin sister, who appeared to be the
only person he deeply cared for, and was concerned that his sister's
mental illness might be hereditary and that he might "have it."

Our assessment was that he was a bright, highly motivated person who
was genuinely interested in getting himself out of his asocial rut. He
was told that the Program could probably help him, but that any violent
acting out would be dealt with swiftly and firmly and could possibly re-
sult in suspension. He agreed to this and re-affirmed his commitment to
straighten himself out.

Carl began the Program enthusiastically. Since he showed high in-
terest in recreation, his first job-sample was planning a recreational
program for the patients in one of the hospital wards. Ke enjoyed the
autonomy and responsibility, but when ward staff were slow to implement
his program he became impatient and told them off. The bad feelings re-
sulting from this could not be resolved and it became necessary to change
his job-sample.

ke was placed in the recreational department of the hospital and
given responsibility for coordinating, scheduling and operating audio-
visual equipment throughout the hospital. He was on this placement about
three months and did very well for about six weeks. Then his per formance
began to decline both on and off the job.

By this time (about three months after entering the program) Carl
had been involved in two incidents in addition to the altercation on
his first job-sample., They all involved his defiant non-conformance to
rules and resulting encounters with authority. Each time this occurred,
he became more frustrated and seemed more prone to create further trouble
for himself,

Counsel ing also became more and more frustrating, While the socio-
Pathic qualities of Carl's behavior werc apparent, it was equally apparent
that he was genuinely trying to piece together a very fragmented identity,
What was also becoming clear was chat RECOVER did not provide sufficient
structure for him to do this. I supported his striving, tried to em-
Pathize with his frustration and loneliness, warned him of consequences
of further impulsive behavior, advised him on alternative ways of coping

with potential.y calamitous situations and encouraged him to come to me

as soon as he felt he was losing his temper. The effects seemcd minimal,
His loneliness, worry about his sister, and sense of urgency and indeci-
sion regarding his future were overwhelming him,

We felt a more suitable living situation would be helpful (he was
living alone) but when this was tried he fought constantly with others
in the household,

Despite intensive counseling and excellent cooperation from all those
working with him, Carl continued to decline. At one point he left with-

-
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out warning for a California hospital to see his sister, Two weeks later
he called his parole officers and wanted to return and readmit himself to
the hospital. This was arranged.and after two weeks he was discharged
and readmitted to RECOVER. He began a job-sample as a teacher's aide at
one of the nearby public schools, but within two weeks he committed a
burglary and made threatening sexual advances toward two female RECOVER
clients.

Sensing his impending suspension, he resigned from the Prcgram. His
sentence for the burglary was probation and he entered a community college
after obtaining a student loan and getting a job on campus. Four months
later he committed seventeen burglaries in one weekend and was sentuiced
to the State Reformatory where he served a two-year sentence.

During his incarceration he and I corresponded and he became inter-
ested in our plans to apply the RECOVER model to community correction
projects. e was released to a hal fway house a few days ago and is mak-
ing plans to become involved in local prison and correction reform programs.

Although it is too soon to tell, we hope Carl will be an example that
a failure is not always a failure. It is my biased opinion that he was
actively trying to get into jail where he would be given the 2k-hour care
he needed. Hopefully, he has matured and may now be ready to give it
‘another try.

Ann's case i5 a clear example of the apprehension and resistance
that must be overcome before the more concrete experiences of the program
begin to have the expected influences. It also emphasizes the importance
of support and continued encouragement from other people.

Carl's case, like others which do not mect expectations, is frustrat-
ing. One is left wondering what the program was missing. What more could
have been done; where was the key? Fortunately for Carl there was time to
keep trying and timc may be the most important variable.




METHODS AND MEASURES

3. PROGRAM EVALUATION:

Methods, measures, conditions, and obtainable data in program eval-
uation always fall short of the ideal. The problems ae well known and
mahifold. This study encountered most such probiems and more.

From the standpoint of evaluation, three major problems were en-
countered: number of subjects, time and research staff. All o€ these
were intertwined with the instability of circumstances in Washington
State. About the time the program began, a major recession was develop-
ing. At the same time, the State governnent reorganized all sociai and
health services inio one comprehensive bureaucracy. The latter regarded
rehabilitation of mental patients low in its priorities and withdrew sup-
4 port. This meant loss of both secretarial and research staff. Becaute
of these events SRS also reduced the grant period from four to three years.

Although the program got off to a good start, we were at a disadvant-
age being located on the state hospital grounds and referrals from agen-
1 . cies other than the hospital wore very slow until our mi>ve to the commun-
ity in the second year. In our third (and last year as a research project)
referrals had increased appreciably and we now have the inevitable waiting
list. But many clieats referred in the third year had not been out long
enough for follow-up or were still in the program at the cut-off date,
Altogether, 80 clients, both graduates and terminates with at least 30
uays tenure, were our output for evaluation purposes at the cut-off date.
When subdivided into groups of male and female graduates and terminates,
the Ns are quite small., To make matters worre a number moved without
forwarding addresses. Thus, at follow-up, al.trition was considerable
and especially troubling where Ns were small to begin with. Ou. of 50
graduates only 36 (72%) could be located for follow-up interviews (this
despite regular contacts each month or two). Terminates were worse “‘ith
only 18 out of 30 (60%) locatable. For both groups combined only 53 (66%)
of the 80 subjects provided follow-vp information. However, partial assess-
ment or outcom= was still possible in terms of data from hospital records
and stafy ratings.

Subjects

Since its inception to July 31, 1972, RECOVER received 46l referrals.
Two hundred and twenty-five (4S%) of these were accepted, 81 (18%) reject-
ed and 155 (34%) were not assessed for a variety of reasons, such as fail-
ure to show up for appointments,

Client Selection

Following a few initial changes, the intake procedure was essentially
as follows: After a briefing session, an intake interview was scheduled,
requests for summary information were sent to referral sources and appli-
cants were asked to complete four self-administering questionnaires. These
instruments were to be completed by the applicant at home and returned at
the interview. To obtain an objective measure of verbal functioning, the
Shipley-Hartford was administerecd as a powar test (without time limits)
at the RECOVER Office,”

*Previous work has shown that the Shipley, thus administered, correlates
at a high level with the WAIS Verbal Scale (Wahler, 1962).
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The interview was guided by a semi-structured questionnaire which
assured some uniformity to questions and the data recorded. The majority
of people referred to RECOVER did not have involved relatives, but when
family or others were concerned, interviews were arranged with them.

Information from the above sources was evaluated by the Selection
Committee which decided whether applicants were to be accepted, accepted
with conditions, rejected or whether further information was needed,:

The decision to reject an applicant rested primarily on three behavioral
criteria: (1) the amount of crisis intervention and/or support it was
estimated the applicant would require; (2) the extent the applicant could
Participate in at least some aspects of the program; and (3) the degree

to which an applicant would be disruptive to other clients. On this basis,
People who were actively psychotic, prone to considerable "acting-out"

or extremely limited in self-care ability were gencrally seen as unfeasible
for the program,

Accepted applicants entered a one-month 'orientation!' phase in which
they were further assessed on the basis of their behavior. Some dropped
out, some were referred elsewhere, but the majority continued beyond the
initial 30 days.

Data evaluated in this report were collected from September 1969 to
July 31, 1972. Table 3.1 shows the disposition of all evaluated referrals
during this two-year eleven-month period.
Table 3.1

Disposition of All Evaluated Applicants and Clientele

REJECTED ACCEPTED

Too Too Severe } Grad-}Terminates+30 |Terminates-30 In
Dis- | Management j uates|(Over 30 Days)}(Under 30 Days) | Program
turbed Problem

M 27 19 19 13 12 16
F 20 10 31 17 24 2]
Total L 29 50 30 36 L3

Categories in Table 3.1 are largely self-explanatory. Graduates
are Ss who discontinued after they and counselors felt main objectives
had Been attained or that a point had been reached where they could bene-
fit most, independently of the program. Terminates either discontinued
themselves or were asked *o discontinue before or after 30 days. ‘''In
Program' Ss were still active participants at the cut-cff date.

*The committee was composed of the coordinator, senior counselor, a psy-
chiatrist (upon request), the vocational specialist and a DVR counselor
(for corsultation), and two other staff members on a rotating basis.




Comparison Groups

Random assignment of Ss to experimental and control groups was hot
feasible, primarily because the case load during the first two years was
too small to accomplish the purpose of random assignment--that is, form-
ing two comparable groups for comparison. There could be no assurance of
comparability with the very small groups that would have resulted. Fur-
thermore, as Fisk, et. al. (1970) pointed out, a no-treatment control group
is illusory. There is no way of assuring that when people are denied one
type of treatment they will not obtain some other form of help. A partial
solution to this dil >mma would be to randomly assign Ss to two different
types of treatment and compare the results. This approach also was not
possible both because of the small samples and the fact that no alterna-
tive aftercare or rehabilitation program was operative in the locality.
Therefore, an available group of ex-patients was evaluated and later match-
ed with RECOVER Graduates for comparis.n purposes even if not ideal.

In addition to accepted and rejected Ss, samples of male and feuale
patients not referred to RECOVER were interviewed one year after their
discharge to the local county from the state hospital.

These samples, referred to as "'Comparison groups,' consisted of pa-
tients who were discharged between 1/1/69 to 8/31/69. Altogether there
were 206 females and 233 males. Among these, Ss not meeting suggested
guidelines for acceptance into RECOVER were excluded; e.g., outside age

range of 18-55 and/or history of: organicity, retardation, severe
character disorder, alcoholism or drug addiction. Among the 180 females
and 195 males remaining, interviewers contacted and obtained information
from 100 females (56%) and 50 males (26%). The number of people contact-
ed was disappointingly low despite very thorough efforts to reach every-
one. However, samples of 50 males and 50 female< nhot contacted were com-
pared with those interviewed in terms of the following variables obtained
from hospital records: age, age first hospital ized, number of hospitali-
zations, education, marital status and source of financial support. None
of these variables were significantly different, which suggests that un-
availability may not have been a serious biasing factor.

After all data had been obtained for RECOVER clients, the Comparison
samples were matched with clients on a group basis in terms of the follow-
ing six variables:* age, marital status, education, diagnosis, number of
hospitalizations and age at first hospitalization. Client and the original
Comparison groups differed mainly in terms of marital status and age. More
Comparison females were married and both male and female groups tended to
be older than RECOVER clients. Thus, those eliminated were primarily old-
er-and married. In addition, Comparison Ss who subsequently entered
RECOVER were also eliminated. Matching and elimination of people enter-
ing RECOVER reduced the number of Comparison Ss to 32 males and Lo females.

*Statistical tests for significance of differences between means or pro-
portions of the six matching variables were all short of significance at
the .05 level for males. With females only "number of previous hospital-
izations" was greater for the Comparison group with a mean of 2.8 rela-
tive to clients' mean of 1.9 (t = 2.7; df = 86; p < .01).
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Altogether five different groups were the basis for various types
of "between'' and "'within" comparisons; namely, Rejects, Graduates, Term-
inates+30 and -30, and Comparison Ss.

Measures

One of the most difficult measurement problems in the social sciences
concerns what to measure. Thinking in terms of a general systems approach
(Longhurst, 1970), we were interested in the three areas of input, process
and output. Where the primary focus of evaluation was on clients (in
contrast to program methodology, organization, etc.) measures were needed
that reflected: (a) salient client-characteristics at input; (b) client
involvement in program processes; and (c) changes at output, In addition,
measures were required that could meet both service and research needs.

This all reduced to the following:

(1) Client characteristics at input required two types of measures:
(a) measures of past functioning in major life areas, and (b) measures
of how clients depicted themselves; e.ge, Were they self-derisive or gran-
diose, frank and open, or suspicious and guarded? What did they complain
of? What were their desires, needs, interests, and plans?

(2) Clients' involvement with program processes called for both rec-
ords of what and how much they did and judgments of their investment.

(3) Evaluation of post=program (outcome) changes entailed not only
measures but comparisons and inferences. Thus, it was necessary to have
follow-up measures that could be compared with_intake measures (to assess
pre-post changes) and which could also be contrasted with groups that did
not participate in the program.

Background Measures

Background information for research and service purposes stemmed from
three sources: (a) semi-structured interviews; (b) a questionnaire com-
pleted by clients; and (c) hospital records.

Semi-structured interview forms and a Major Life Areas Questionnaire
were developed for the.program.* The intake.interview form was designed
to obtain information in the following 12 areas: education, occupatioral
history, family background, marital status, living situation, social active

1ties, leisure time activities, medical history, prehospital personal ad-

justment, psychiatric hospitalizations and treatment, social problems (o1-
coholism, drug abuse and social offenses), and current personal adjustment.

For the five areas italicized and a composite or total value, a scor-
ing system was developed.** Because the in* *~ “ew was very time consuming,
items in the above five areas were converted to a self-administering form

“Typical of many programs, we searched the literature for forms used in
other studies but could find none that yielded the combination of informa-
tion we deemed important.

**In order to simplify the respondent's task, questions were focused over
the preceding one~year period. Information about extended occupational
background was obtained in the interview. ’

—
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called the "Major Life Areas Questionnaire'" (MLAQ). The remaining items
were collected into an abbreviated interview form which greatly reduced
administration time.

Recently, most of the questions in the abbreviated interview form
were converted to self-administering items and combined with the MLAQ.
This latest form is entitled "Background Information' and the MLAQ items
and scales are contained under the five italicized headings. This form
is shown in Appendix A. (Program evaluation was based on data from the
shortened intake interview form and the MLAQ.) l

A process-reactive (P-R) scale was developed based on content of the
Wittman-Becker P-R scales (Becker, 1956). Inter-rater agreement for the
P-R scale has been consistently high with correlations between three pairs
of independent judges ranging from .85 to .92. In addition, the brief
self-report P-R scale developed by Ullmann and Giovannoni (1964) was given
for comparison purposes.

Two employment indices also were obtained from intake information.
These consisted of the percentage of time a person worked during three
years and one year prior to applying for RECOVER. Employment was defined
as work for remuneration except in the case of housewives or students.
Only work outside the program (prior to or after) was considered. Time
allocated to homemaking, training and part-time work also counted as em-
ployment in proportion to the time involved.

The majority of RECOVER clients had been state hospital patients
even when referred by other agencies. The hospital records of in-hospital-
time are very accurate and from these,time actually in the hospital (dis=
counting time on leave) was obtained for three years (and one year) prior
to beginning or applying for the program. For Comparison Ss, in-hospital-
time was based on periods prior co the discharge date serving as a basis
for follow-up interviews. Both time employed and time in the hospital
were converted to percentages for the primary reason of reducing the mag-
nitude of quantities concerned. In addition, proportions over one-year
post-periods could be compa.'ed with proportions for either one- or three-
year pre-periods with the same units of measurement.

Self-Description and Ability Measures

Questionnaires for obtaining information about clients' personal
characteristics such as sel f-concept, needs, problems, interests and plans
were administered (a) to provide information for counselors and (b) to
providé quantitative records of such data.

From a service standpoint the self-descriptive questionnaires were
regarded primarily as a standardized means of efficiently eliciting and
summar izing clients' verbal behavior in specific areas. Three brief
questionnaires were used: the Self-Description Inventory (SDI), Physi-
cal Syrmtoms Inventory (PSI) and FIRO-B; three longer instruments includ-
ed the: MMPI, Kuder Vocational Preference Record, and Interests and
Plans for the Future questionnaire (I&P).

A brief description of these instruments follows (excepting the MMPI

o
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and Kuder, which are well known):

The SDI (Wahler, 1971) yields two scores. The fa score measures the
degree to which people emphasize or de-emphasize (empirically derived
and defined) favorable attributes; the uf measures their emphasis or de-
emphasis of unfavorable characteristics.

The PSI (Wahler, 1968; 1972) measures the extent to which people
complain of somatic symptoms.

The I&P questionnaire is an experimental scale which measures the
strength of plans and adequacy of means (for implementing plans) in six
major life areas: education, occupation, marriage, living situation,
social life and leisure activities. The total score is considered a
measure of planning ability. This instrument has proven highly discrim-
inative between people who are apathetic and lack motivation in contrast
to those who are goal oriented, alert and interested. For example, with
repeated samplings, scores correctly identified between 80 to 96% hos-
pitalized patients in contrast to college students.

The FIR0-B (Schutz, 1958) contains six brief Gutman-type scales that
reflect the degree to which Ss express or want social inclusion, control
or affection.

From the SDI and PSI we could infer whether a client was presenting
a defensive, low self-esteem, symptom-claiming or depressive picture.
From the I&P we inferred how adequately a client planned for the future
and what plans and interests he spontaneously expressed. From the MMPI
we gained an idea of how much a client stressed or denied various types
of psychiatric symptoms. From the FIR0-B, clients' statements about
social needs for inclusion, control or affection as expressed and wanted
were summed up. And it was helpful at the outset to learn from the Kuder
whether a client expressed strong interests in certain areas or simply
had no prominent interests,

The Shipley-Hartford was used as a preliminary test of verbal ability.
Most subjects scored in the average or higher range and no further ability
testing was decined necessary at admission, wWhen assessment of abilities
for vocational training or employment was required, clients were referred
to DWR for such testing. If organic brain damage was in question the
full-scale WAIS and Benton Visual Retention Test were given. If further
questions emerged, clients were referred for neurological examinations.

The SDI, PSI, I&P, Shipley-Hartford and MLAQ (Background Questionnaire)
were administered to all applicants not screened out on first contact.
After an applicant was accepted into the program, the remaining question-
naires were given. Four of the instruments were administered a second
time when clients left the program provided they had remained for at least
30 days. However, considerable difficulty was encountered in obtaining
retest data and especially so in the case of terminates.
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Staff Judgments of Clients' Assets, Deficits and Excesses

Two additional methods were employed to assess clients' personal
characteristics. One entailed counselors' judgments of clients' assets
and liabilities. The second consisted of determining clients' major
needs by means of the ''objectives approach."

The first method was developed over two phases. First, counselors
were asked to keep records of what they felt was cach client's major
assets and liabilities. An asset was defined conventionally as any at-
tribute, circumstance or material possession that would typically be con-
sidered valuable or beneficial to have. Liabilities were subdivided in-
to deficits and excesses. Deficits were defined as lacking any personal
characteristics or conditions generally considered desirable or benef’-
cial to a decidedly disadvantageous degree. Excesses were defined as
personal characteristics or conditions generally considered socially un-
desirable or deleterious when present to a degree that was handicapping
or socially offensive. Counselors accumulated listings of these attri-
butes for 86 clients over a one-year period.

For the second phase, these data were classified according to con-
tent and frequency and the various types of assets, deficits and excess-
es were then used as items to be rated on the basis of how much they were
like clients. Altogether, there were 116 assets, 119 deficits and 118
excesses. Each item was derived from what counselors themselves consider-
ed relevant. The more frequently listed items and those judged most char-
acteristic of clients will be reported subsequently.

The Objectives Approach

Several authors (Bloom, 1971; Druckers, 1961; Kroegler & Brill, 1967)
have seen distinct advantages in counselors or therapists specifying their
objectives in therapy from the standpoint of both treatment and research.
The '"objectives approach! was adopted early in the program to serve sev-
eral purposes: (a) encourage counselors to conceptualize their goals for
each client; (b) to provide a focal point for staff discussions of clients
consisting of what counselors hoped to accomplish and how they were going
about it; (c) to obtain information about clients' primary needs as seen
by counselors; and (d) to systematically assess judged accompl ishments
with each client,

founselors developed a set of objectives for each client. These were
usvally formulated during the first month or two of counseling but addi-
tions could be made as counseling progressed. Each objective was dis-
cussed with the client and in the large majority of instances both coun-
selor and client concurred that the goals were pertinent and important.
Typical objectives will be reported later.

Program Participation Measures

The degree of client participation in program services was assessed
by two independent measures.

o i
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One method employed two 5-point rating scales, Staff members rated
the amount of client participation in program services and activities
on one scale. With the other they judged the guality of participation.
Each staff member independently rated the clients he or she knew well,
which ranged from 12 to 75. The score for each client consisted of the
rating on both scales averaged over all raters. Correlations between
pairs of the 6 raters ranged from .42 to .82 with a mean r of .64, The
interjudge agreement, while not high, is sufficient to produce a rela-
tively reliable average rating per client where at least three staff
rated each person.

The second measure was derived from records of client participation.
These included the average monthly number of negative incidents, counsel-
ing sessions, group meetings attended, and days on job-samples. The
following measures also contributed to the score: final ratings of job-
sample performance, number of educational courses taken and completed,
the number of program sponsored recreational activities attended, and
the client's type of living situation (i.e., whether client lived in a
dependent, semi-dependent or independent setting).”

The latter measure was derived from distributions of raw data in
each area; these in turn were subdivided into quintiles. Quintiles for
each area were numbered from 1 to 5 and the sum of these was the composite
participation score. This index correlated .61 with staff ratings of
participation over 80 male and female clients combined.

Qutcome Measures

Five measures were designed to reflect outcome. One was the percent-
age of post-program in-hospital-time obtained from hospital records. The
second, derived from the follow-up interview, consisted of the percentage
of time employed during the past-program year. The third, also from the
follow-up interview, was the major life areas total score. The fourth
and fifth outcome Méasures were based on two sets of staff ratings:
counselors' judgments of objectives attainment and staff ratings of
clients' general post-program gains.

The major life area total score (as an outcome measure of social
adequacy) was based on data gathered by means of follow-up interviews
based on items of the Major Life Areas Questionnaire rephrased for follow-
up purposes.

The objectives attainment score is the av:rage rating of attainment
for each client's objectives. As mentioned, the objectives themselves
were developed in the course of working with each client. After a client
left the program, the counselor rated each objective for attainment on

*Staff who conducted these services were responsible for keeping attendance
records, obtaining ratings and recording negative incidents. Standard
forms were used for all these purposes. They were developed on the basis
of practical considerations such as clarity, simplicity and appropriate-
ness. Since these were merely record forms for collecting information
systematically, it is felt they do not warrant discussion nor inclusion

in appendices.
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oo
a 5-point scale.

"Gains'' scores were also obtained for each client as a measure of
judged success. After Graduates and Terminates had been out of the pro-
gram for about a year, staff members rated those they were acquainted
with on two ''gains'" variables: (a) how much each person showed signs
of personal, subjective gains or benefits and (b) how much each person
showed signs of overt, behavioral improvement. Gains scores 2re the
average of both ratings which in turn were averaged over all staff rat-
ing the individual. Average scores based on half the ratings for each
person were correlated with means of the other half to estimate pooled
interjudge agreement. This correlation over 79 pairs of ratings for
o male and female Ss combined was .76. Thus, the reliability of pooled
ratings, while not high, is within acceptable limits.

3 *Anchors: 1. No Attainment (0-19%) 2. Very Little Attainment (29-39%)
3. Moderate Attainment (40-69%) L4, Good Attainment (70-89%)
5. Objective Essentially Fully Attained (90-100%)




L. MAJOR FINDINGS

Background Comparisons

Among Ss referred to RECOVER, those rejected were further classified
in terms of the basis for rejection as '"too disturbed' or as some type
of ''character disorder." The latter included people with histories of
serious management prcblems related to alcoholism, drug abuse or social
offenses. Accepted St were classified on the basis of whether they term-
inated after 30 days (+30), terminated prior to 30 days (-30), or grad-
uated.

Basic demographic data for males and females in the preceding cate-
gories and Comparison groups are shown in Tables 4.1 and 4.2,

In general, information contained in Tables 4.1 and 4,2 clearly sug-
gests that rejects, RECOVER clients (Graduates and Terminates) and Com-
parison Ss were all people with severe disadvantages; e.g., the majority
in all three categories were: hospitalized several times, diagnosed
schizophrenic, never married, divorced or separated, unemployed or only
briefly employed and dependent upon public financial support.

Means and variances of the 5 MLAQ scores and total score for the
above groups are shown in Tables 4.3 and 4.4 for males and females
respectively.

As with demographic data, MLAQ scores of reject, client, and Compar-
ison groups were generally comparable. None of the analyses of variance
for testing differences between means over groups was significant. In
contrast, differences between MLAQ scores of normal and all ex-patient
groups were large and highly significant. The fact that measures of soc-
ial adequacy are superior in normals is not surprising. The significant
differences do, however, attest to the discriminative validity of the
measures and the relatively poor social functioning of the ex-mental pa-
tients served by the program.

|
A correlational matrix for 9 background variables based on combined J
male and female Graduate and Terminate samples is shown in Appendix B. 1
These correlations are pertinent primarily from the standpoint of evalu- |
ating expected consistencies in the measures themselves.

In-hospital-time was inversely related to the employment index; the
process-reactive (P-R) score correlated significantly with in-hospital-
time and inversely with the employment index. MLAQ scores correlated
significantly with other background measures in consistent directions:
occupation and total scores were significantly related to the employment
index and all MLAQ scores except living situation correlated in the
appropriate directions with the P-R scale. Ccrrelation between MLAQ
total score and in-hospital-time was in the appropriate direction but
not significant. The positive relation between total score and employ-
ment index and inverse correlation with the P-R scale were consistent
with its interpretation as an index of general social adequacy.

*Because means and variances were not significantly different between males
and females, and samples were relatively small, data from both groups were
combined to provide a larger N. .
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Table 4.1

Demographic Information for
RECOVER and Comparison Groups; Males

REJECTED ACCEPTED
Too Character |Grads | Term.| Term. Comparison
Disturbed | Disorders +30 | -30
N 27 19 19 13 12 32
Age M 43 3k 3g 28 30 32°
o2 533 94 1 91 | 59 102
Education M 11 12 12 11 14 10
o2 6 3 9 2 4 3
% Time Employed
Over 3 yrs pre
M 29 Ly 48 43 39 35%
o2 860 1200 658 | 938 | 722 1428
No. Hospi~- M 3.7 2.3 1.8 3.4 | 3.8 2.8
talizations o2 7.6 4.0 2.6 2.5 5.8 3.9
Diagnosis:
Schizophrenic 60 32 51 sl 85 63
Depressed 9 10 5 15 0 9
Neurosis 7 0 5 0 0 6
Other 24 68 39 15 15 22
Marital Status:
Never Married 71 37 58 38 82 69
Div. or Sep. 21 37 37 L6 18 19
Widowed L 5 0 0 0 0
Married 4 21 5 15 0 13
Source of Suppor't
At Application:
Comp. or Welfare 65 79 68 77| 90 3
Parents 17 5 21 23 10 3
Friends or Relatives 9 11 0 0 0 0
Full or Partial.
Sel f- Support 8 5 11 0 0 63

“Employment and source of income for Comparison Ss is based on period
scharge.

ohe year after dij
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Table 4,2

Demographic Information for
RECOVER and Comparison Groups; Females

REJECTED ACCEPTED
Too Character | Grads| Term.] Term.
Disturbed | Disorders +30 -30 |} Comparison
N 20 10 31 17 24 4o
Age M 32 32 34 28 30 35
o2 89 101 105 86 59 118
Education M 12 9 12 13 11 10
o2 1 6 4 2 1 1
% Time Em- M2 34 k4 57 60 42 26%
ployed Over © 1016 829 928 | 1152 | 1110 1358
3 yrs. Pre
NO. HOSPi’ M 3.3 208 ].6 2.5 2.0 2.7
talizations o2| 5.7 5.0 2,6 | 3.0} 2.5 1.7
Diagnosis:
Schizophrenic 75 50 62 60 45 63
Depressed 0 0 12 20 24 15
Neurosis 0 20 5 7 8 10
Other 25 30 20 13 23 13
Marital Status:
Never Married 55 30 27 65 30 28
Div. or Sep. 35 4o 57 29 57 56
Widowed 0 i 10 6 0 0 0
Marriea 10 20 10 6 14 15
Source of Support
At Applications
Comp. or Welfare 75 70 70 64 48 51+
Parents 20 30 7 24 17 8
Friends or Relatives 5 0 0 6 9 5
Full or Partial
Sel f~Support 0 0 23 6 26 36
*Employment and source of income for Comparison Ss is based on period
one year after discharge.
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Table 4.3

MLAQ Scores for RECOVER and
Compar ison Groups; Males

|

}

|

} REJECTED ACCEPTED
|

Too Character | Grads | Term. | Term. | Comparison
Disturbed {Disorders +30 -30

Areas N </ 19 19 13 12 32
Occupation M 33% 37 37 37 32 38
o2 56 31 L8 62 126 99

Marital M 37 40 38 38 32 37
Status o2 L5 64 33 ] 50 27 85
Living M 39 i Lo 39 36 39
Situation o2 5k 73 37 | 37 18 22
Social M 42 4s 43 Lo 43 Lo
Life 02 5k 47 4 13 27 34
Leisure Time M 39 38 37 39 43 36
Activities o2] 168 108 161 {117 82 134
Total M 33 37 34 34 33 33
Score o? 82 L5 32 | 34 10 5k

*Employment and source of income for Comparison Ss is based on period
one year after discharge.
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Comparison Groups; Females
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Table 4.4

REJECTED ACCEPTED
Too Character |Grads | Term. | Term. Comparison

Disturbed | Disorders +30 ~30
Areas N 20 10 31 17 24 40
Occupation M 3% 32 Lk 34 34 32
2] 25 55 274 33 58 31
Marital M 38 4o 4o 38 43 Lo
Status S T 89 35 98 | 102 60
Living M 31 35 38 37 Lo (|
Situation o2] 75 89 99 100 108 43
Social M 42 Lo Ly Ll 43 43
Life a2l 31 63 53 | 112 85 31
Leisure Time M Ly L1 4 L6 Ls L3
Activities o2 36 230 58 82 161 51
Total M 30 31 35 37 36 34
Score 2] 40 131 55 81 75 Lo

*All scores are T scores based on scores of "normal'' samples; ali means
for normals are 50 with a standard deviation of 10,
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Within the MLAQ, interrelationships between scales were all low
except social and leisure activities. Despite relative indcpendence we-
tween scales, all scales correlated moderately but significantiy with the
total score. The social activities scale correlated highest (r = ,64)
with total score which also is consistent with interpreting the latter as
4 measure of social adequacy.

Correlations between background measures and conventional variables
such as age and education were negligible. It is noteworthy that the P-R
scale based on intake data correlated .41 with the Ullmann-Giovannoni
self-report P-R scale which is within the range found by other investi-
gators (Watson, 1969).

Sel f-Descriptive and Ability Test Comparisons

DI, PSI, I&P and Shipley scores were obtained fr..m both rejects and
accepted ciients. MMPI, FIRO-5 and Kuder scores were available only for
accepted Ss who had been in the program over 30 days. None L7 the 'tests"
were given to the Comparison groups. Tables containing average scores
from the above instrumerits and the Process-reactive scale are given .n
Appendices C-1 and C-2.

Again, correlations amorng the test scores are relevant primarily for
evaluating the measures themselves. Because of the relatively small and
varying number of subjects characteristic of this study, efforts to factor
analyse or otherwise more closely examine properties of the sel f-descriptive
measures would be of doubtful value. Therefore, in order to conserve space
and avoid unnecessary digre~sion into measurement analyses, the correlation-
al matrix for these data will not be included,

The majority of Ss tended to describe themselves as inadequate, de-
Pressed or symptomatic in other ways although a proportion responded in
a grandbse or defensive manner. The majority of Ss in the accepted groups
obtained spI fa scores that were lower than scores obtained by over 90%
normal $s; in contrast, the uf scores were higher than those of 80 to 90%
normals (except for male Terminates+30). These findings reflect clients!'
general inclination to stress both deficiencies and symptomatic difficulties.

Consistent with this trend, all cl ent groups scored high on the MMPI
D, Pd, Pt and Sc scales as well as scoring high on the Un and relatively

Tow on the De Tthe latter two scales are comparable to the SDI, uf and fa

respectively). Both tne MMPI Hypochondriasis and PSI mean scores were re-
latively low suggesting that on the average, clients were not emphasizing
somatic symptcns.

With the I6P, cutting scores of 36 for males and 40 for females re-
liably differentiated between 80 to 96% of normal yourg «dults from state
hospital patients. The mean scores of all groups were close to or below
these cutting scores wh*-4 indicate considerable deficiency in ability to
Plan and implement plan.,

The proc.ss-reactiv  ’-R) scores range from 0 to a maximum of 47;
as scores inc:ease the im. :cation of 2 process type background increases.
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More than half of all groups except Graduate and Terminate+30 females had
scores falling above the mid-point of 24, It may be seen in Appendix C-1
that all mean P-R scores lie at or above this mid-point except Graduate
females. With subgroups combired, 66% Rejects, 55% Terminates and 48%
Graduates scored 25 or higher. To the extent P-R scores indicate severity
of pathology, these findings suggest that Rejects were the worst off with
Terminates next and Graduates least, This implication is also born out,
as may be seen later, by the fact that Rejects had spent the highest pro-
Fortion of time in the hospital over a three-year pre-program period,

Despite these indications that Rejects were the most severely dis-
abled, it is noteworthy that they did not differ appreciably from other
groups in terms of self-descriptive scores. .

The FIR0-B lacks standardized scores based on norms and is, there-
fore, difficult to interpret. Our scores consisted of percentile ranks
derived from Schutz' student data. Except for male Graduates, the trend

was for Ss to want more than they expressed of inclusion, control and
affection.

Verbal IQs estimated from the Shipley-Hartford of all groups lay
within the average range (90-109), The predominant interest of all groups
as measured by the Kuder was in Social Service. It is also noteworthy
that Terminates tended to score lower than Graduates in the first five
interests but were higher in the Artistic, Literary and Musical areas.

One final point regarding self-description is sufficiently important
to warrant mention. An interesting characteristic of a heterogeneous group
is the diversity in self-concept and patterns of response to favorable and
unfavorable content. . Some $s report multiple excellences and an almost
total lack of problems or distress; others report few merits but also lit-
tle distress; still others indicate both many assets and many liabilities.
The majority, however, respond in a manner typical of mental patients--
that is, they report a marked lack of assets and a heavy burden of liabil-
ities. These different self-descriptive tendencies are especially appar-
ent with scales measuring both assets and liabilities such as the SDI fa
and uf scales or the MMPI De and Un scales. Figure 4,1 illustrates the
different response patterns discussed and also contains the percentages

of RECOVER clients whose responses to the SDI corresponded to these pat-
terns.,

Consistent with the divergent response patterns shown in Figure 4.1,
profiles of individuals on other personality instruments also ranged wide-
ly from extremely guarded or constrained to extremely self-derisive with
the majority being of the latter type.

Counselor Assessments of Assets, Liabilities and Objectives

Client characteristics were also assessed by two additional methods:
(a) staff judgments of clients' assets, deficits and excesses and (b)
Counselors' estimates of needs by means of the "objectives approach.”

*Criteria for these types of classifications and their reliability are
discussc? in the SDI Manual (Wahler, 1971).
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Assets, deficits and excesses rated as highly characteristic of clients
are shown in Tables 4.5, 4.6 and 4.7 for Graduates and Terminates+30 com-
bined.

From Table 4.5 it may be noted that counselors tended to see clients'
assets as consisting primarily of good physical health, intelligence and,
surprisingly, various social skills. In addition, about a fourth of the
clients were considered well motivated. Co.petence=-related assets such
as self-confidence, good judgment, good organization, adaptability, good
skills ard abilities--assets related to potential for self-development and
effectivec coping--were in most instances hot seen as client attributes.

} Deficits rated hizh by counselors tended to lie in areas of social
functioning (although counselors also felt certain clients had social as-
sets), self-concept and characteristics related to general adequacy.

: : Excesses were rated high less frequently than assets or deficits.
Interestingly, aside from fear and panic with females, counselors did
not stress conventional psychiatric symptoms as highly characteristic of
clients and particularly males. At a personal level, excesses consisted
largely of negative self-attitudes and tendencies. The most prominent
excesses were ih social areas such as negative social attitudes, depen=
dence and objectionable social behaviors.

Taking into account both moderate and high ratings over all items

(not shown in Tables) in each of the three areas, it is noteworthy that
females were judged to have an average of 14.9 assecs (to a moderate or
high degree) and 8.1 deficits~--1.8 times more assets than deficits. With
males it was just the opposite. Males were seen as having 8.1 assets

and 11.5 deficits on the average, or 1.4 times more deficits than assets.
The average number of excesses for females was 7.8 and 6.5 for males.
Apparently males were considered relatively less competent than females.

Objectives and their proportional frequencies are shown in Table 4.8;
these evolved from counselors' work with male and female Graduates and
Terminates. Altogether, there were 300 objectives for 72% clients with
an average of =.1 objectives per client.

The objectives in Table 4.8 were classified in terms of 6 main foci
with 4 subcategories in the area of personal change. Objectives were
also subdivided in terms of whether they aimed at increasing, (develop-
ing or imprc 'ing) some capacity or condition in contrast to decreasing
(toning down) some negative characteristic or condition.

The objectives developed by counselors undoubtedly would not be
those valued by therapists of psychoanalytic or intra-psychic persuasions.
Nevertheless, they are the kinds of here-and-now, relatively tangible
needs counselors and clients saw as pressing and important.

*0bjectives were not developed for 8 clients for severai reasvns, :uch
as terminating shortly after 30 days.
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Table 4.5

Client Assets®

N i
I. Social Abilities and Conditions - - -
1. Good participation in social activities - - -
2. Good family relations 3 11 5
3. Good social skills 13 L6 26 60
L. Socially responsible L 14 9 21

II. Aptitudes and Skills

1. Good specific skills - - -
2. Good general abilities - skills - -
3. Intelligent 6 21 16+ 37

L. Good judgment and reasoning
III. Motivation

1. Well motivated
2. Energetic, hard-working

N~
N
AV, ]

N \O
N
—

IV. Interests

1. Many interests ' - -
2. Curious, adventurous 2 7 L

V. Personal Characteristics

1. Good self-understanding - - -
2. Able to help self - - -
3. Self-confident - - -
L, Adaptable; self-control - - -
5. Good physical condition 8 29 16 37
6. Pleasant mood and outlook - - 5 12
7. Well organized, clear goals 3 11 2

VI. Background

1. Good vocational experience 2 7 6 14
2. Good family background ‘. - - -
3. Good education 3 11 L 9

VII. Material Conditions

1. Financial stability - - - -

*The figures under N are the number of high ratings given by counselors,
The percentages represent the relative frequency of high ratings in each
area. Any one client may have had high ratings in more than one area.
Hence the percentages do not total to 100.

“*Assets, deficits and excesses were not obtained for some of the first
clients to enter the program.
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Table 4.6

Client Deficits*

Males Females
(N=28 (N = 43)
N2 N %
I. Social Abilities and Conditions
: 1. Participation in social activities 5 18 6 14
2. Family relations 2 7 - -
3. Social skills 11 39 9 21
k. Social responsibility 8 29 L 9
II. Aptitudes and Skills
1. Specific skills L 14 7 16
2. General ability - skills L 14 2 5
3. Intelligence 5 - - - -
k. Judgment and reasoning 3 11 2 5
III. Motivation
1. General motivation
2. Energy - - - -
IV. Interests
1. Variety of interests - - - -
2. Ability to seek new experiences - - 3 7
V. Personal Characteristics
1. Sef%;understanding 6 21 - -
2. Self-help ability 5 18 9 21
3. Self-confidence 11 39 29 67
L. Adaptability; self-control 5 18 5 12
5. Physical condition 8 29 3 7
6. Positive mood-attitude 2 7 - -
7. Organization - planning ability 6 21 5 12
8. General adequacy 7 25 7 16
VI. Background
1. Vocational experience 2 7 - -
2. Education e L 14 - -
3. Family background - - 3 7
VII. Material Conditions
l. Financial stability 2 7 - -

*The figures under N are the number of high ratings given by counselors.
The percentages represent the relative frequency of high ratings in each
area. Any one client may have had high ratings in more than one area.
Hence the percentages do not total to 100.
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Table 4.7

Client Excesses®

Males Females
(N =28 (N =13)
Nk N %
I. Social Excesses
1. Socially objectionable behaviors 5 18 7- 16
2. Negative family relations 5 18 3 7
3. Negative social attitudes and feelings 8 29 10 23
L, Dependence 5 18 11 26
II. Motivation - Energy
1. Over, unrealistic striving - - - - -
2. Overly energized - - - -
3. Lethargic - - - -
IIl. Personal Traits (Self-Related)
1. Self-preoccupied _ - - 2 5
2. Negative self-attitudes 6 21 7 16
3. Overly self-protective, controlled 3 11 6 14
k. Egoistic L 14 2 5
5. Selfwindulgent - - 3 7
6. Extreme self-standards (e.q., perfec- L 14 3 7
tionism)
(Inclinations)
1. Aggressive - hostile 5 18 - -
2. Passive - shy . - - 3 7
3. Idealistic, overly demanding 2 6 14
L. Pessimistic . - - - -
5. Undependable - - - -
6. Emotionally labile, impulsive 3 11 3 7
(Cognitive Tendencies)
1. Paranoidal - - - -
2. Preoccupied (ruminative, obsessive) 6. 21 5 12
3. Exaggerates - - 3 7
k. Misperceives events as threatening: - - - - -
5. Autistic . - - - -
(Common Symptoms)
1. Depressed - - 5 12
2. Anxious - - L 9
3. Guilty - - 2 5
L. Fearful - panicky - - 12 28
. 5. Hysterical - - - -
6. Delusional i - - - -
/. Hypochondriacal - - - -
8. Fanatical - - 2 5
9. Escape tendencies 5 18 - -

*The figures under N are the number of high ratings given by counsel>rs
The percentages represent the relgtiye frequency of gigh ragings in each
area. Any ohe client may have had high ratings’in more than ohe area,
Hence the’ percentages do not total to 100.
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Table 4.8

Client-Counselor Objectives

Decrease

Increase

I. Interpersonal

Decrease dependence on specific
others. (e.g., emancipate from
family)

Reduce, social! fears

Diminish tendencies to manipu-
late & test people

Reduce marital or child prob-
lems

Develop social skills & relations
Improve relations with family
members

Enrich relations, meet people,
friends )

Develop more interpersonal con-
fidence

Develop more trust in others
Improve dependability & respon-
sibility

.II. Education

Enable to obtain & complete
training

Help explore educational interests,
goals & possibilities

Help find suitable job training

III. Occupation

Develop good working habits &
skills

Help locate work

Explore, clarify & develop oc-
cupational direction

Help develop realistic vocation=
al goals

Provide work. experiences

Help develop vocational goals

IV. Personal Change

A. Changes in Behavioral and Emotional Problems

Decrease impulsive tendencies

Reduce specific compulsive liv-
ing patterns

Reduce tendencies for extreme
behaviors

Reduce emotional excesses

Reduce anxiety, depression,
hostility

Reduce excessive use of drugs
or alcohol

Help develop interests
Establish independent living
Increase activities

Expand leisure time interests
& skills

Develop self-protective skills
Learn to follow through on
commi tments

Learn to deal directly with
situations

(continued on next page)
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Table 4.8 (continued)
Decrease Increase

Improve emotional stability

Encourage more expression of
feeling

Learn to deal more realistically
with problems

Increase ability to tolerate
stressful situations

B. Changes in General Attitudes, Perception and Values

Reduce need to excel Increase ability to value self as
Decrease pessimism a persoh--an entity
Decrease suspicioushess Improve sel f-concept

Develop positive attitude

C. Changes in Awareness, Understanding, Knowing

-Reappraise marital situation
Improve sel f-understanding

Help establish realistic goals
Gain better understanding of feel-
ings and behavior

Establish goals

Explo. e interests

D. Cognitive Processing (Thinking, Appraising, Perceiving)

Reduce detrimental preoccupation Become better organized

Decrease tendencies to overwhelm Improve ability to plan and es-
self tablish goals

Reduce perceptual distortions Improve decision making ability

Reduce tendencies to exaggerate

V. Concrete Services~-Situational Intervention

Reduce feelings of overwhelming and Help client accept & prepare for
frustration via assistance with surgery
situational needs Help resolve financial problems
Reduce dependence on medication Assist with post-hospital adjust-
ment

Help obtain information about and
obtain benefits

Work toward stabilizing meds

Assist in learhing basic living
skills

Assist in obtaining housing or
improving living situation
Obtain medical, dental care
Obtain prostheses

(continued on next page)
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Tabie 4.8 (continued)

Decreacse Ihcrease

Serve as advocate in problems with
agencies

VI. Program and Counseling Specific

Improve working relationship in
counseling .
Increase investment ih program
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Objectives given most frequently bY counselors were oriented toward
changes in clients' personal characteristics. By far the largest number
of objectives, 98%, were directed toward inducing some kind of develop-
ment or improvement--increasing abilities, improving functioning or better-
ing conditions. Only 13% of the objectives were addressed to decreasing
or diminishing negative attributes. This suggests that counselors saw
clients' problems as stemming mainly from deficiencies and that they orient-
ed their efforts toward assisting and enabling clients to acquire useful

skills, develop latent abilities and improve social functioning and con-
ditions,

Generally, the goals entailed implement ing new opportunities and ex-
periences whereby skills and confidence could evolve. They also aimed at
lifting constraints and opening new freedom for self-direction. Clearly,
relieving symptoms was of secondary importance except in the sense of ton-
ing down excesses that patently impeded other types of development.

Outcome Comparisons

With some groups both pre-program and post-program measures were ob-
tained which made "within" comparisons possible. In the case of groups
for which both pre- and post-measures were not available, only "between"
comparisons could be made. Within comparisons are between measures of
functioning prior to a program and the same measures after participation
for members of the same group. This is a "longitudinal! approach wherein
Ss, in effect, serve as their own controls. Between comparisons are be-
tween different groups on pre-program, post-program or both pre- and post-
program measures which is a 'cross-sectional ! approach.

Five groups (actualiy ten, since sexes were studied separately) were
compared with one or both of the above approaches. The groups were:
Rejects, Terminates, +30 and -30, Graduates and Comparison Ss.

The measures used in outcome comparisons were:

(1) percentage in-hospital-time for three years pre and one year post;
(2) percentage time employed for one year pre and one year post;

(3) pre- and post-major life areas (MLA) total scores;

(4) pre- and post-PSI, I&F, and SDI fa and uf self-description scores;
(5) counselors' ratings of objectives attainment;

(6) staff ratings of client .gains.

The diagram in Figure 4,2 may help clarify the types of comparisons
and te groups and measures involved.

The Xs in Figure 4.2 stand for measures obtained for the groups re-
presented. The diagonal lines connect pre- and post-measures available
for the same group. In these cases, longitudinal “within'" compar isons
were made; e.g., the significance of change between a pre- and a post-
measure was tested. In addition, for each measure in the same row, the
significance of differences between groups was determined. Likewise,
the relative changes over groups (interactions) were compared.
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Figure L,2

Types of Comparisons, Groups and Measures .
T Groups| Grads | Terminates Rejects|Compar-
+30 =30 isens
Condi-
Measures tions Post Post Post Post Post
1. In-Hospital- Pre | X% % X X X
Time N A o 3K %
X X X X X
2. Employment Pre | X% X
Index !if~* > -
X X X
3. MLA Total Pre | X X X X
Score , N
X X X
L, Self-Evaluation Pre [ X X X X
01 fa & uf, : 'y
PSI, I&P X X
5. Objectives Pre
Attainment
X X
6. Gains Pre
Ratings
X X

For all groups, pre- and post-measures were available only for in-
hospital-time. Only the Graduate and Terminatet+30 groups had pre- and
post-measures in the first four areas. Cross-sectional comparisons were
made between groups with either pre- or poste-measures in the same row.

Pre-Post In-Hospital=-Time

Figure 4.3 contains mean percentages of 3-year pre and l-year post
in-hospital-time for males and females of all groups shown graphically
and numerically.

Comparing differences between pre- and post-means, it may be seen
that in-hospital-time decreased from pre- to post-periods for all groups
except female Rejects. It may also be noted that this decrease is lar-
gest for male Graduates relative to other male groups and the same is
true for female Graduates with the exception of Terminates-30. However,
summaries of analysis of variance contained in Appendix D show that the
Fs for interaction between groups and pre-post-changes were not signifi-
cant for either sex. This means that since all groups improved as much
as they did (except female Rejects), the relative degree of improvement
between groups was not sufficiently different to achieve statistical
signhificance.
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Neverthel ess, male Graduates spent an average of less chan 2/ post-
program time in the hospital while all other male groups spent 104 or more.
Likewise, female Graduates spent 3.6% in-time following program participa-
tion while other groups (except Terminates-30) spent over 15/ time in the
hospital on the average.

Since overall differences between groups were not significant with
the percentage in-time measures, frequencies were examined. These consist
of the number of Ss from each group who were in or not in the hospital dur-
ing a one-year period pre-program and tite one-year post-program period.
Two chi square tests were applied to these data. One involved four-fold
contingency tables for each group and tested the significance of changes
in the number of Ss who were in or not in the hospital during the pre-
period relative tG the post-period. The second tested the overall signifi-
cance of differences between groups in terms of the relative number of Ss
in the hospital during the post-period.

Males and females were combined in each comparable group to increase
the Ns. Chi square tests of changes were significant at less than the .05
level for all groups except Terminates-30. This finding is consistent with
the analysis of variance in which the main effect of pre~post decrease over
all groups was significant for both males and females.

The second test of differences between groups in terms of Ss hospi-
talized during the post-period was significant at less than the .05 level.
The major contribution to this chi square was the deviation from expected
values in the Graduate group.

To give a picture of the number of Ss from each group who were hospi-
talized during the pre- and post-periods, frequencies and percentages are
given in Table 4.9, These data show that fewer Graduates were hospitalized
during the post-period and the difference between the number of pre- and
post-hospitalizations was larger for Graduates than other groups. In terms
of community residence, 89% male and 83% female Graduates remained in the
community for one year without being rehospitalized.

The findings indicate that since all groups improved in terms of pre-
post in-hospital-time (except female Rejects), program participation was
not a unique determinant, Fewer Graduates returned to the hospital after
program participation than did members of other groups for comparable per-
iods, but they also had spent less time in the hospital beforehand. Trends
with this measure were consistent with the hypothesis that clients gained
from program experiences, but no =lear cause and effect relation can be
inferred from the statistics,

Fy

Pre~Post Employment

The mean percentage time employed pre- and post-program for Graduates
and Terminates+30 is shown graphically and numeric*~lly in Figure 4.4,
Also included is the average time employed for Comparison Ss. Analysis
of variance sunmaries are given in Appendix E. It was p0551ble to obtain
post-employment information for some Ss not available for follow-up inter-
views. Hence the Ns here are larger than in the case of MLA scores.
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Table 4.9

Number of Males and Females Hospitalized
During Pre- and Post=-Periods

Males One Year Pre One Year Post
N Group No. A No. % | % Difference
o Grads 12 67 2 1 56
12 Term+30 9 75 L 33 42
12 Terme30 10 83 6 50 33
43 Rejects 23 79 13 30 L9
32 Comp. 23 72 12 33 34
Females No. % No, % % Difference
29 Grads 17 59 5 17 42
17 Term+30 13 76 9 53 23
24 Term=30 15 63 10 L2 21
28 Rejects 21 75 14 50 25
39 Comp. 33 85 18 L6 39

From Figure L.L4 it may be observed that Graduate and Terminate males
were empleyed abou” the same proportion of time prior to entering RECOVER.
During the year after departure Graduates showed clear improvement while
Terminates declined. These overall differences (pre-post employment by
groups interaction) were signjficant at less than the .05 level. In the
case of females, Graduates showed a pre-post improvement while Terminates
made no gain.  Although the difference of 23.5% between post-means of
the two groups is relatively large, the interaction F was not significant.

Bot!t male and female Graduates had significantly larger proportions
of employed time than Comparison groups while Terminates and Comparison
groups did not differ significantly.

The definition of employment poses problems. If it is considered
only a remunerated job, then other types of work, mainly homemaking and
training, are classed as unemployment. Since jobs, homemaking and train-
ing are vocations, or vocation related, we preferred classing time spent
in these constructive activities as employment. A breakdovwn of Ss en=
gaged in the three types of activities, or combinations thereof, at any
time during the post-employment year is given in Table 4.10,

In terms of the number of people employed 6 months or more during
the one-year post-program period, 72% male and 68% female Graduates met
this criterion. In contrast, none of the male and 38% female Tarminates
and 38% Comparison males and 25% Comparison females were employed 6 months
or more. To test the signifizanc: of differences between groups, fre-
quencies of males and females from like grours were combined. The chi
square value for these data was 20.88 which with 2 degrees of freed.m
is significant beyond the .001 level.
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Table 4.10

Types of Employment During Post- Year

Graduates and Compari son
Terminates Groups
Females N % N %
No Job, Education or
Homemaking 9 23.7 25 62.5
Job (any duration) 12 31.6 8 20.0
Education 1 2.6 1 2,5 ..
Homemaker 6 15.8 5 12.5
Job and Education 5 13.2 0 - --
Job & Homemaker 5 13.2 1 2.5
% Employed (any form) 76.3 37.5
Males
No Job or Education 3 11.1 12 37.5
Job (any duration) 19 70.4 20 62.5
Education 2 7.4 0 -
Job and Education 3 11.1 0 -
% Employed (any form) 88.9 62.5

Comparisons between pre-post time employed of Graduates and Termin-
ates show that male Graduates made significant gains relative to their
own pre-program levei and the post-program level of Terminates. Female
Graduates, too, showed improvement relative to their former level. They
also were superior to Terminates with regard to post-employment. However,
these differences were not statistically significant,

In contrast to Comparison groups, both male and female Graduates
were significantly more successful, In this regard it is noteworthy
that Comparison Ss actually had an advantage over Graduates., Comparison
people left the hospital during 1969 before the recession in Washington
was full blown. Graduates in contrast began entering the labor market
in 1970 and 1971 when the economy was at its wocrst. Thus, clients who
made full use of the program gave evidence of significant improvement in
occupational functioning despite adverse conditions.

Pre-Post Social Adequacy (Major Life Areas Total Scores)

The Major Life Areas (MLA) total scores of both.mle and female
client groups obtained at intake and from the one-year post-program
follow-up interview wers compared by means of analysis of variance.
Comparisons were also made with scores of Comparison groups obtained
from’follow-up interviews one year after discharge from the state hospi-
tel. Figure 4.5 contains the means and graphs for these data. Analyses
ot variance for males and females are summarized in Appendix F. Attri-
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tion in one-year follow-up contacts meant MLA information could not be ob-
tained for 8 Graduate and 4 Terminate females and for 6 Graduate and 8
Terminate males.

A slight difference may be noted between trends of Graduates and
Terminates. Both male and female Terminates' scores were a little higher
than Graduates initially but upon follow-up were a little lower; these
di fferences, though, were not significant, Improvement between pre- and
post-scores for both male and female groups was significant at less than
the .01 level.

MLA scores are expressed in T score units based on distributions of
scores from '"normal' samples. T scores are standard scores which, by
convention, have means of 50 and standard deviations of 10. Thus, it can
be seen from Figure 4.5 that the pre-scores of Graduates and Terminates
were about one-and-a-half standard deviations below the mean of '"normals'
(50). At follow-up, the scores of both groups had increased about one
standard deviation and were only five to six units below the general aver-
age.

MLA scores of Comparison groups were contrasted with post-scores of
Graduates and Terminates and tested for significance by analysis of var-
iance. Both male and female Comparison group means were significantly
below those of Graduates and Terminates at less than the .001 level. How-
ever, Comparison group means were not significantly different from the
pre-program scores of client groups.

To the extent the MLA total scores measure general social adequacy,
the findings show that social functioning of both client groups improved
over their pre-program level to a significant degree. The Comparison
groups, in contrast, one year after discharge were functioning at about
the level of clients prior to RECOVER. Both longitudinal and cross-sec-
tional comparisons suggest that the general social adequacy of program
participants was enhanced.

Effects of Follow=Up Attrition

In the case of outcome measures based on follow=up information--
post-employment index and post~MLA scores--attrition was much larger
than anticipated. 1In order to assess implications of this loss of Ss
on findings, three outcome measures which were available from sources
other than follow-up interviews were compared between groups that did
receive follow-up interviews and those that did not. The measures were:
post in-hospital-time, objectives attainment and gains ratings.

None of the Graduate groups, followed or not, differed significantly
on any of these three measures. Among Terminates one variable was sig-
nificantly different between $s interviewed and not. Follow-up Terminate
females had significantly more post in~hospital-time on the average than
those not interviewed=-~20% versus 4.5%. With males a significant dif-
ference also was found with this variable but in the opposite direction.
Follow-up Ss had an average of 0.2% in-time in contrast to 16.9% for
those not interviewed, Means of the other two variables were not sig-
nificantly different between groups.
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These findings suggest that the employment and MLA comparisons may
not have been differentially biased due to attrition. That is, there is
no consistent evidence that post-program functioning of Ss who could not
be contacted was either better or worse than that of those who were inter-
viewed.

Pre-Post Sel f-Description

€

As mentioned, we were interested mainly in self-descriptive question-
naires that reflect how much clients emphasize or de-emphasize certain
characteristics. We were not interested in attempting to measure hypo-
thetical personality traits. :

Hypotheses regarding changes in questionnaire responses were straight-
forward and simple. If clients gained from the program, we assumed they
would become less defensive if that was how they started or less self-
derisive and complaining if that was their tendency a' *the outset. It was
also assumed that with experience in setting objectives and pursuing them,
their planning abilities should improve. To test these hypotheses, pre-
and post-scores from three instruments were analyzed: the SDI, PSI and I&P.

Despite a conscientious staff, efforts were disappointing with regard
to post-testing. Twenty-nine out of L8 Graduates (60%) completed pre- and
post-testing while only 6 of 29 (20%) Terminates did so. With more than
50% attrition, all told, and small Ns to begin with, findings at best are
only suggestive. Appendix G contains means and variances of pre- and post-
testing with the SDI, PSI and I&P. Significance of differences were de-
termined by t tests for correlated measures.

Interests and Plans (I&P) and PSI scores did not change significant-
ly from pre- to post-testing. The same was true with the SDI fa and uf
scores. However, we expected fa to decrease and uf to increase for guard-
ed Ss and the opposite to occur for those who reported low assets and
high liabilities~=if such were the case, the opposite trends should tend
to cancel each other and decrease the average differences between pre-
and post-measures,

To assess such possible differential changes in SDI scores, Ss were
grouped according to response patterns obtained on the SDI at pre-testing
(the patterns illustrated in Figure 4.1). From the combined sample of
35, 17 had ''depressive-symptomatic,' 7 'defensive," and 7 "inadequate
personality'' patterns, The remaining 4 Ss had other type patterns and
Ns were too small to include them.

If the program had benefitted Ss, it was hypothesized the fa scores
for the first group would increase and uf scores decrease. For 'defen-
sive'' Ss the opposite trends were expected. With "inadequate personality!
patterns (low on both fa and uf) we expected fa to increase and uf to
gain some.

A plot of the means for the three groups thus classified in terms
of pre-response patterns is shown in Figure 4.6. It may be seen that
expected trends were what occurred. Analysis of variance for fa scores
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showed a significant interaction between pre-post testing and groups with
different intake patterns (interaction F = 11,24; p <,001; df = 2/28).
With uf scores the interaction between pre-post testing and groups was
also significant (F = 6.83; p <.01; df = 2/2{). Thus, the overall changes
(differences between differences) among the three groups for both scores
were significant despite the very small Ns.

The implication of this finding is that Ss who were initially self-
derisive were less so at post-testing; defensive Ss became less guarded
and Ss who stressed their lack of assets at the outset felt somewhat more
competent when they left.

One problem with this interpretation is that observed changes could
be attributed to 'regression toward the mean.' That is, high scores tend
to decrease and low scores to increase on retesting. Whether observed
changes were greater than could be expected on the basis of regression
toward the mean (and hence attributable to program effects) would have to
be assessed by regression analyses requiring far larger sampies or by
comparisons with suitable control groups. Unfortunately neither refine-
ment is possible at this point. Findings are consistent with the assump-
tion that clients' self-concepts tended to improve in the sense of becom-
ing more realistic or less derisive. But due-to small Ns, and lack of
controls for regression toward the mean, this assumption is quite tentative.

Additional Outcome Measures and Correlations

Objectives Attainment

Potential uses of the ''objectives approach'" and an overview o. clients'
needs inferred from objectives developed by counselors were discussed. A-
nother application consists of estimating outcome onh the basis of counse-
lors' ratings of objectives attainment.

Frequency distributions of attainment ratings averaged over objectives
for each client are shown in Table L.l11.

Table 4.11

Distributions of Objectives Attainment Ratings

Graduates Terminates+30
Attainment Male Female Male . Female Total %

Full 5 1
Good 4-4.9 L 10 15 21
Moderate 3-3.9 9 12 3 5 29 Lo
Very Little 3 6 6 5 20 28

2-2.9
No 1-1.9 2 6 8 11

M 3.2 3.1 2.1 2.0

N 17 28 i1 16 72

o2 .65 .57 R - 67
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From the preceding table, it may be noted that ratings of attainment
are higher for Graduates than Terminates as would be expected since Term-
inates, by definition, quit prior to accomplishing all they might.

Eighty percent of the male and female Graduates were seen as having
achieved objectives at a moderate or better level. In contrast, 70% of
the Terminates were rated as having very little or no attainment. With
all Ss combined, 61% had moderate or better attainment while 39% were
judged to have very little or none.

Gains Ratings

A second outcome measure based on observer judgments is the gains
ratings. Objectives attainment ratings were made about the time clients
left the program and were based on counselors' experiences with them dur-
ing program participation, Gains ratings were different in that all staff
acquainted with clients made them. Furthermore, gains ratings were obtain-
ed after the cut-off date when most of the Graduates and Terminates had
been out of the program for a year or more. Thus, raters bad much feed-
back information derived from various sources. Gains ratings were intended
to be global estimates of client benefits both from the standpoint of sub-
jective, personal changes and overt, behavioral improvements. These in
turn were estimated by at least three independent judges for each client.

Table L.12 contains frequency distributions of gains ratings.
Table L.12

Nistributions of Gains Ratings

Graduates Terminates+30

Gain Male Female Male Female Total %
Very Good 5
Good 4-4.9 3 5 8 10
Moderate 3-3.9 7 14 . 2 2 25 32
Very Little 8 8 6 7 29 37

2'2-9
None (or Worse 1 L 5 7 17 22
1-1.9

M 3.2 3.2 2.0 2.2

N 19 31 i3 16 79

o2 .75 .73 .50 47




- 65 -

Again, ratings for Graduates tended to be higher than those of Termin-

ates. The gains ratings showed 587 as having made moderate or better gains.

Terminates fared less favorably in that gains ratings for 86% of them lay
in the very little, none or worse regions. Collectively, 427% of all Ss
were rated moderate or better in gains and 58% were seen as having advanced
very little or none.

Outcome and Program Participation Correlations

Outcome measures were derived from four sources: hospital records,
client interviews, changes in client self-description and staff judgments.
Interrelations among three of these different types of outcome indices
and ratings of client program participation are shown in Table L.13.

Table 4.13

Correlational Matrix for Outcome and
Program Participation Measures

Post Post Post
IHT El MLA Total 0A Gains
PrP?  -.29%(77) . 26%(65) . 25% (54) .39%(72)  .70%(79)
Post IHT -.37%(62)  -.32%(5k)  -.23%(70) -.3L=(76)
Post EI . 27*(54) 43 (60)  .38%(65)
Post MLA .11(50) < 32%(5h)
0A .56%(71)

@abbreviations mean the following: PrP = Program Participation ratings;
IHT = In-Hospital-Time; EI = Employment Index; MLA = Major Life Areas;
0A = Objectives Attainment; Gains = Gains Ratings.

*Significant at .05 level or less; Ns in parentheses.

As with other correlations, all Terminates and Graduates were com-
bined. Measures based on client responses to self-descriptive question-
naires were not included due to attrition and the fact that questionable
difference scores would be needed to reflect change.

It is reassuring to find that all major outcome variables were
significantly related (except MLA with OA) and in appropriate directions.
All were obtained from different methods and/or sources and were intend-
ed to measure different variables. But, all of the outcome variables
are also logically related to a general factor that we feel reflects
competence. The above matrix empirically supports the assumption of
such a general factor. For example, although re.ations were not strong,
they are consistent with assumptions that the more competently a client
functioned, the less time he would spend in the hospital, the more time
he would be employed, the better he would achieve objectives, the more
he would be 1ikely to make gains and the better his general social




functioning.

An additional point of interest is the fact that all outcome variables
were significantly correlated with program participation ratings (PrP).
Although the correlations with PrP are not particulariy large (except for
""gains"), their consistency over the variei. of methods and variables sup-
portsthe assumption of a general positive program effect. That is, the
more a client availed himself of program opportunities, the more 1ikely
a favorable outcome. Correlational analyses, though, cannot prove cause
and effect relations. Thus, the obtained correlations cannot settle is-
sues such as whether better use of the program caused good outcome or
whether better clients made better use of the program and outcome would
have been good anyway.

Correlations Between Background, Intake, Participation and Outcome Measures

Correlations between main background and self-description measures
(input), program participation (process) and outcome (output) are given
in Table 4,14, A glance shows that relations among these measures, which
focused on different temporal periods, are sparse indeed.

Only a few relations warrant comment. Surprisingly, the very accur-
ate measure of chronicity (percentage in-hospital-time over three years)
correlated significantly only with post in-hospital-time. The only other
significent correlations between major background and outcome measures
were P-R with post~employment and objectives attainment (the more process
the less of these). None of the background indices were related to pro-
gram participation (PrP).

Estimated verbal IQ was not related to PrP or any outcome variables.
Likewise, self-description questionnaire scores were unrelated to PrP and
outcome variables with one notable exception: five of the MMPI pathology
scales correlated significantly and inversely with program participation
and objectives attainment (but not with measures of actual post-program
functioning).

Correlations with MMPI scales imply that clients with high pathology
scores may have behaved more pathologically and hence participated less
and achieved less. But, if their behavior were in fact more pafﬂblogical
than that of low scorers, theoretically they should have functioned more
poorly in other outcome areas as well. This expectation was not substan-
tiated by the correlational findings. However, it is noteworthy that in-
hospital-time, the most reliable index of pathology, also failed to pre-
dict outcome in areas of functioning other than rehospitalization.

The answer may lie in the possibil‘ty that prediction from background
variables or questionnaire scores of such complex, interactive phenomena
as a psychiatrically disabled person's subsequent adaption to the multiple

3
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Table 4,14

Participation and Outcome Measures

OQutcome Measures

Post Post Post 0A Gains
prpb IHT EI MLA
Background
Pre IHT o1 <310 -.18 -.06 -.17 -.05
Pre EI 0 -.13 .18 -.13 .15 .06
P-R .02 .08 -.37% -.16 -, 20% -.18
Pre MLA -.06 -. 11 .19 .16 .05 1

Verbal IQ
Ship]ey 002 ".IZ 016 "'021'* 003
Self—Desgription
SDI: Fa .Ih 012 "'002 |I+0“"- -.08
Uf -|09 "008 |05 "'017 006

MMPI: K .18 .16 - .0k .27 .13
D -.16 -.09 -1 -25 | -7
Hy -.05 -.06 -.09 -.12 | -.18
Pd -, 28 -.10 - 12 -.10 | -.box
Pa -.32% 12 -2k -12 | -.37%
Pt - 26% -.02 .20 <022 | -1
Sc - 26% .02 -.18 - 12 | -.blge
Si - 3% . Ol -1 - 31 | - 35%
De . 30% b -.01 1 12
Un -.15 -.01 -2 =26 | -.33%

AGains ratings were not available for computer analysis; they, therefore,
were only correlated with the primary background variables.
bprp = Program Participation, IHT = In-Hospital-Time, EI = Employment

- Index, MLA = Major Life Areas total score, OA = Objectives Attainment.

© *Significant at .05 level or less, '
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and often chance vicissitudes of life is more will-o'-the-wisp than other-
wise,™

- Summary of Outcome Findings

Five groups were compared on one or more of six outcome measures.
These groups were also compared in terms of background and sel f-description
variables obtained at intake. The several groups compared were similar
with regard to the majority of background and self-descriptive scores. A
primary exception was that Graduates on the average spent less time in the
hospital during the pre-program period than members of other groups.

Male and female Graduates showed the greatest improvement among all
groups regarding the degree of change in pre-post time in the hospital.
But since in=-time of other groups also decreased, the relative differences
were not statistically significant. Nevertheless, in absolute terms, the
amount of time Graduates spent in the hospital during the poste-year was
about five times less than that of other groups. 1In addition, 89% of
the male and 83% of the female Graduates were not rehospitalized during
the post-program year which is slightly better than the best attainment
of other programs reviewed. These findings are consistent with the assump-
tion that progra. participation benefitted clients but reduction in re-
cidivism could not uniquely be attributed to the program.

In the case of pre« and post-employment comparisons, Graduate males
were employed a significantly greater proportion of time during the post-
program year than the year before (or over a three-year span before).
This change was significantly different from Terminates whose time em-
ployed decreased. Female Gradua.es also improved over their pre-program
record while Terminates did not, but the difference was not significant.

‘Both male and female Graduates (but not Terminates) were employed a sig-

nificantly greater proportion of th~ iwost-year than were either of the
Comparison groups.

With a critericn of full-time employment for six months or more dur-
ing the post-period, Graduate males and females were significantly super-
ior to both Terr:inate and Comparison groups. Furthermore, where 72%
male and 68% female Graduates met this criterion, the rate of employment
is also comparable to the highest attained in programs reviewed with a
seven-month to one-year follow-up period.

“Literally, hundreds of studies support this point. A fine illustration
because of its good qué.ity is that of Lorei (1967). Questionnaires
completed by patients, staff ratings and ratings by relatives were ob-
tained at discharge for 215 male Ss. All told, the questionnaires and
ratings consisted of 258 items. Six Varimax factors were extracted and
these were correlated with two outcome measures: (a) days in community
over one-year post-discharges, and (b) whether or not $ was employed
full time for at least six months. Five significant correlations be-
tween the predictor factor scores and the two outcome variables were ob-
tained. Their magnitudes were: =-.16, -.17, .33, .14 and .19 (the small
Is being significant because of the large number of Ss). Correlations
of this size, like those found in the RECOVER evaluation, hardly consti-
tute prediction.
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Turning next to indices of pre- and post-program social adequacy
(MLA total scores), both male and female Graduates and Terminates+30
showed significant gains. Graduates improved slightly more than Term-
inates but not significantly so. Compared to their. pre-level of func-
tioning, all client groups improved to a significant degree. Clients'
average scores for the pre-period were about the same as those of Com-
parison Ss one year after departure from the hospital. Furthermore,
the post-program scores for all client groups were significantly higher
than those of the Comparison groups.

In terms of social adequacy, groups that participated in the pro-
gram over 30 days improved both relative to their former level of func-
tioning and in contrast to Comparison Ss.

Although there was an unfortunate amount of attrition in employment
and MLA follow-up information, attrition was particularly severe in the
case of post self-description scores. The 35 Ss from whom bo.!i pre- and
post-data were obtained were combined without regard to sex or program
status. For these people, there were no significant differences between
average pre- and post-1&P, PSI and SDI fa and uf scores. However, when
Ss were classified in terms of their intake SDI scores as defensive,
‘depressive-symptomatic or inadequate personality types, it was found that
significant changes had occurred. The defensive became less so and the
depressive-symptomatic showed an improved self-concept as did those with
an inadequate profile. These findings, while not in any sense conclusive,
suggest that program participation may have had a salutary effect on self-
attitudes. :

To assess staff impressions of client accomplishments, counselors'
ratings of objectives attainment and ratings of clients' gains were com-
pared between Graduates and Terminates+30,

Eighty percent male and female Graduates were judged to have attain-
ed their objectives to a moderate or better degree. Only 30% of the
Terminates in contrast were seen a5 having achieved objectives at that
level.

In terms of the gains ratings, averaged over at least three raters
per client, 58% of the Graduates were seen as making moderate or better
gains, while onlty 14 of the Terminates were judged to have fared that
well,

All outcome measures and ratings of program participation correlateu
significantly with each other (excepting MLA with objectives attainment),
Consistencies within this matrix suggest & general competence factor:
Clients who participated mx “e effectively also functioned better in *erms
of time in the community, employment and social adequacy and, in addition,
were judged to have made better gains.

Correlations between background, self-des.riptive, program partici-
pation and outcome measures were with few exceptions not significant or
they failed to suggest consistent trends--a finding which itself is quite
consistent with results of numerous other studies.

R
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The outcome findings considered collectively point consistently in
the direction of improved functioniry for RECOVER Graduates. Seventy-
two percent of the Graduates showed improvement in th-ee or more of the
six critcome areas studied (including changes in SDI profiles). This may
be contrasted with Terminates where only 23% improved or. three or more
indices. In every area Graduates' average postemeasures had improved
over like indices of their own pre-program functioning. Furthermore,
Graduates' mean scores were higher than those of «ll other groups with
which they were compared. In several instances the differences were
not statistically significant but the trends were always in the improved
direction. In no instance did a group that was expected to function less
well than Graduates excel. These con:istencies are all the more impres-
sive in light of the small samples which are subject to greater samplirg
fluctuations and hence are less reliable than larger samples. The prob-
ability of obtaining 100% consistency in the direction of trends over
all comparisons, both longitudinal and cross-sectional, by chance would
be quite remote.

Cost and Potential Savings

The SRS grant for RECOVER was $72,000 a year; the State contributed
approximately $23,000 the first year and $19,000 during he ten months
it was applicant agency in the second year. All of the zpplicant share
and a little over 10% of the federal share supported the research com-
ponent. With current expenses, an aftercare and rehabilitation program
like RECOVER would cost about $80,000 a year without research staff.

Since the program began from scratch, it took time to develop re-
ferral sources, to relocate in the community and become well established.
Thus it was not until the third year that demand required the development
of a more efficient system for delivering services. Now the program is
operating at full capacity and we estimate it can graduate at least 70
clients a year.

At the cut-off date 50 clients had graduated and $1$5,000 had been
spent in providing services. Each graduate, therefore, was produced at
a cost of $3,900.

On the average, male and female Graduates spent 47 days a vear in
the hospital before the program, which at $20% a day for three years
would have amounted to $2,820 per person. Thus, the cost of the progr=m
was $1,080 more than continued hospit -sization at the prc-pbrogram level.
However, far more than this enters inco the picture. For one thirg,
many more than the 50 Graduates were served by the program; up to the
cut-off date, 66 Terminates (+30 and =30) reieived services for anywnere
from 3 week or two to several months. How much they benefitted is very
difficult to estimate. From staff gains ratings; only 14% of the Term-
inates+30 were judged to have benefitted. Nevertheless, a number of
Terminates began reapplying during the third year which may mean their
first experience with RECOVER kindled a spark of hope. It would not in
any event be sound to consider the efforts devoted to these people a
total waste.

*This figure is the latest cost estimate provided by the hospital Busi-
ness Manager.
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Furthe:more, from a purely financial standpoint it can be shown that
in terms of relative improvement rates of Graduates with regard to time
in the hospital and employment, the program could quite likely more than
pay for itself. -

Taking account of the spontaneous decline in hospital in-time of all
groups, the greater decrease of Graduates amounted to a saving of 15 days
per year on the average. With 70 Graduates a year and 1like reductions in
rehospital ization, $21,000 per year would be saved with hospital care cost-
ing $20 a day.

In addition, 51% of the Graduates moved from being dependent on Public
Assis.ance to self-sufficiency. If the same proportion of 70 clients did
likewise, this would mean a saving of $62,640 a year in disability grants
paid by Public Assistance at the current rate of $145 a month.

There is also the prospect of a gain from income and other taxes paid
by the people who moved from unemployed to employed status, Assuming they
earned only minimum wages of $1.60 per hour and worked 50 weeks a year,
their salaries would be $3,200 which the IRS estimates would require pay-
ment of §173 income tax. At least half that amount alco would go for
state and local taxes. Altogether the 36 of 70 clients expected to become
employed would pay $9,324 a year in taxes.

When the savings in hospitalization and Public Assistance are added
to the gains in taxes the total amount is $92,964 per year or $12,964
more than estimcted costs of operating a program like RECOVER. Furthermore,
if such a program endured over time and with follow-up services enabled
Graduates to sustain their gains and continue developing, the savings
would be accumulative.

Clients' Evaluations of Program Benefits

In concluding the program evaluation it is fitting to look briefly
at clients' impressions. Every three months all clients in the program
were asked to complete the RECOVER Questionnaire, which afforded an op-
portunity for consumers to evaluate the program anor.ymously. This pro-
cedure has the drawback that the same client may have completed the
questionnaire more than once. Some also completed it who had only parti-
cipated a short time but we tried to avoid giving questionnaires to be-
ginners.

The questionnaire contains eight sections, six of which require writ-
ten comments and two a series of ratings; only the ratings will be re-
ported,

The first 8 ratings were made on a 5-point scale with anchors rang-
ing from 1, Very Helpful to 5. Very Harmful. Ratings were made in response
to the question '"How helpful have the fo!'owing aspects of the program
been to you?"

The second set of ratings cover 7 different types of personal bene-
fits to be rated on a 5-point scale with anchors ranging from 1. Very
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Much to 5. Very Little. The question to be rated was "How much has the
RECOVER Program helpec you in the following areas?"

Since ratings were anonymous, clients were not grouped by sex or
program status, The mean ratings for each type of content are shown in
Table 4,15,

L

Table 4.15

Client Ratings of Program Benefits
(Ns Ranged from 134 to 143)

A.  How helpful have the following aspects of the program been for you?

Mean Rank
1. Education 2.02 5.5
2, Leisure Time 2.07 7
3. Job-Sampling _ 1.93 3.5
L. Counsel ing 1.36 1
5. Contact with other clients 1.80 2
6. Small group meetings 1.93 3.5
7. Large group meetings 2.02 5.5
8. Medication 2.33 8

B. How much has the RECOVER Program helped you in the following areas?

Mean Rank
1. Understanding mysel f ) 2,22 2
2. Planning for the future 2.32 3
3. Enjoying other people 2.17 1
L. Knowing how to carry out plans 2.52 5
5. Feeling more confident 2.33 4
6. Knowing how to enjoy leisure time 2.98 7
7. Knowing more about the resources in Tacoma 2.70 6

From the preceding table it may be seen that average ratings in all
areas tended toward the favorable ends of the scales and did not provide
much differentiation between content. Likewise, variances were small and
quite similar over all areas and thus were not given. Nevertheless, from
ranks of the means it may be inferred that clients considered counseling
the most helpful service. ‘The experiences judged next most helpful were
contacts with other clients, job-sampling and small group meetings. Re-
lative to other areas, leisure time activities and medication were seen
as less helpful and were rated for the most Part in the vicinity of
slightly helpful,

Regarding personal benefits, clients indicated they had benefitted
most in terms of enjoying other people and understanding themselves.
The least was gained in learning how to enjoy leisure time and knowing
about community resources., The lowest rank for leisure time was consistent
with our own impressions that leisure time was consistent with our own im-
pressions that leisure time utilization was not only a serious proklem for

[:RJ}:‘ ‘clients but also one of the most difficult areas to imprové.,




5. JISCUSSION AND CONCLUSIONS

R&D programs are for putting ideas into action and learning from the
experience, We feel that considerable was learned during our three years
of ccncentrated focus on the problems and challenges of aftercare and re-
habilitation for psychiatrically disabled people.

With regard to the people themselves and their problems, our exper-
iences have given us added confidence in the position of many authors who
hold that serious human maladaption is usually associated with an in-
ability to deal effectively with important aspects of oneself and one's
environment (Guilford, 1961, 1966; Herzberg, 1966; Rogers, 1961; Wallace,
1967; White, 1965; Woodworth, 1958). This, however, is not seen as dis-
claiming the role of organic factors such as a genetic propensity in
schizophrenia, nor the contribution of cognitive processes nor the im-
portance of human relations and feelings. Impairment in any such way
would only compound problems with effective functioning and feelings of
competence. The impairments of our clients were multiple, deeply rooted
and interdependent and no two people had the same configuration of prob-
lems. Thus we remain convinced that there are no across-the-board methods
or techniques that are best for resolving the problems of all individuals.
Such viewpoints and convictions are hardly new hieing back in many ways
to the philosophy of nineteenth century moral therapy (Bockoven, 1956).

Though often alluded to, the application of comprehensive approaches
to comprehensive problems has seriously lagged. If RECOVER is unique i1,
any way it is because the program did not embrace some packaged technique
but rather sought ways to achieve a functional comprehensiveness.

One program that helped us conceptualize organizatiors! approaches
was the Rehabilitation Service Teams (RST) of Ohio (Hutchison, 1971).

RST is a system of teams which provide diversified and flexible services
for the physically disabled. The teams approach the needs of clients
within the context of available community resources. Each team is small
and organized horizontally to draw on the ideas and talents of all staff.
Another approach that inspired us and many others is that at Fort Logan
in Denver. The five teams at Fort Logan, although relatively large with
30 or more staff, serve neariy two million people (Kraft, Binner & Dickey,
1968). Their record for avoiding institutionalization while providing
comprehensive care for mental patients is in all probability one of the
finest in the nation. One unique feature of these teams is their flexible
use of paraprofessional mental health workers. These people serve in
many capacities but are especially effective because of their mobility--
their ability to go to the patients and assist them in obtaining benefits
and services in their communities.

Organization of the team and roles of staff which were discussed in
Capter 2 reflect in detail how ideas gained from programs such as the
preceding were incorporated into RECOVER. The special team approach and
milieu combined with paraprofessional Expediters who reach out to patients
and assure effective use of pertinent community resources is the essence
of RECOVER. The team and community resources make possible a wide range
of opportunities for action-type experiences in which clients learn by
doing. Clients who are often very resistive people have little to resist.
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They are not forced to do anything. Instead, opportunities for experiences
relevant to their avowed needs are-made available. If they resist, that

[ is their choice but it gains no reinforcement. Thus, it is not surprising
to find that countermotives tend to diminish.

That clients benefitted fron the approach may be inferred from the
} six outcome variables studied. The fact that Graduates on the average
had less rehospitalization and more employment than other groups; that
their social functioning and possibly their self-concepts improved; and
k that the majority attained objectives to at least a moderate degree and
over half were judged to have made gains, all attest to the 1ikelihood
_.that they profitted from program participation. But there is the cogent
‘question ralised by Criswell (1968)--how permanent is their rehabilitation?
From studies by Criswell and others (Davis, Dinitz & Pasamanick, 1972) we
would predict that for many the improved functioning is *ikely not perman-
ent. That is, if at times of mounting stress they have nothing to fall
back on but themselves, non-understanding relatives or conventional agen-
cies, their "rehabilitation' probably will not last.

Like ''curred, "rehabilitated" is a mishomer in our view. We are
confident RECOVER does as much for clients as is possible with its re-
sources. But we are just as confident that we cannot take people with
years of detrimental thinking, emotional excesses, regressive living,
little or no confidenc: and multiple social disadvantages (including a

~rejecting society) and within a four to nine months span rejuvenate them
to 3 permanent state of self-sufficient normalcy. The clients are fragile
.- people in many ways and even if a great leap furward were to occur, con-
siderable fragitity would remain. Moreover, from a developmental stand-
point, they are no longer children who learn with great rapidity. Their
learning is slow and especially so because so much must be unlearned.

The permanence of rehabilitation, we feel, is a function of the per-
manence of effective programs. No one learns to play concert piano in a
year and likewise no one learns to live a competent life in even less time.
The question then might better be, how can aftercare and rehabilitation
pPrograms become more permanent?

Enduring programs are few and scattered. Furthermore, there are no
established standards for what constitutes quality aftercare. Thus, most
mental heaith centers and state, federal and county mental hospitals will
report on questionnaires that they provide aftercare. But usually this
consists of little more than a brief check on medication, occasionally
some group therapy, a referral to Public Assistance or Vocationhal Rehabil-
itation or a prescription 'f the ex-patient has the initiative to follow
through (Wahler, 1972).

RECOVER faced the problem o~ survival beyond the federal grant and
discovered there is a way. Three ingredients are necessary: (1) a live-
ly program with the community's respect; (2) a progressive mental health
center interested in care for ex-mental patients as well as the typical
outpatient clientele; (3) the state and local machinery for obtaining aid
for the disabled through any of the several pertinent Social Security Act
Titles (e.g., 19, 16, 14).




ERIC

Aruitoxt provided by Eic:

- 75 -

Administration of federal grants to states through Social Security
Acts for various nheeds or disabilities varies according to the type of
problem and related contractual arrangements. Where so-called mental dis-
abilities are concerned, at least four parties are usually involved in
the contractual arrangements; they are representatives of the federal,
state and county or municipal governments and mental health centers. De-
tails of responsibilities, administration, payment procedures, fees and
descriptions of services vary among the states. Not all states havc
developed contracts with branches of the federal or local governments for
all Social Security Titles. In addition, not all local governments have
established duly appointed mental health bodies, etc. Furthermore, there
is a matter of matching money. For example, a mental health center must

match payment of Title 19 monies one to one and Title 16 monies one to

three. Whether matching money comes from local or state funds is usually
determined at the State level. But generally it is possible to apply a
major portion of non-federal income as matching money -for a gain of any-
where from one to ohe to three to one.

Where hecessary state or local arrangements have not been developed,
considerable spade work may be required to establish the necessary agree-
ments and mechanisms. Nevertheless, the potential exists for developing
aftercare and rehabilitation teams in zonjunction with every mental health
center in the nation of any size. Once hecessary arrangements are estab-
lished, these teams can suppor: themselves to a large extent from Social
Security payments for services to the disabled, since clientele of such
programs, with few exceptions, qualify as financially dependent, disabled
persons.

An additional important source of support for clients not fully qual-
ified under Social Security comes from state-federal rehabilitation programs.,
State rehabilitation bureaus or divisiohs, aside from their vocational
counseling, evaluational services and special financial aid programs are
primarily contracting agencies. That is, they contract with other agencies
for necessary medical, psychiatric, training and supportive services. Thus,
as is the case with RECOVER, agreements can be developed with the state
agency to pay partial or package case costs for eligible clients. In the
case of a program not joined with a mental health cemer, this-can be a
major source of i. ~me as it has been with another program, COVE, that was
able to survive after termination of its federal grant.

Since RECOVER's continuation as a service program is reasonably
assured, it is of interest to look briefly at what the staff decided to do
with all the measuring and recording apparatus of the research component.
Like most people, staff hate paper work. Not surprisingly, they wanted to
reduce it to the barest essentials. Nevertheless, they voted to retain
five self-administering instruments and one procedure considered clinical-
ly useful. .

The Background Information Questionnaire was retained since it has
three advantages: (a) It is completed by applicants and saves interview
time; (b) It contains practical background information that nearly all
human service workers find useful; and (c) It obtains and records infor-
mation in a systematic manner. Staff voted to retain the Shipley-Hartford

~
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as a brief measure of verbal functioning. They also kept the SDI, PSI
and I&P. The first two provide useful clues as to how applicants are
presenting themselves and the I&P is valuable as an aid in belping clients
develop plans. Staff also voted to retain the objectives approach. Coun-
selors felt this helped focus their own conception of work with clients
and served as a helpful device in negotiating contracts wi“h them, They
also felt it was advantageous to have a record of objectives attainment
should a client wish to re-enter the program later. The coordinator, whn
will remain as program director, felt the accumulating information could
be analyzed biannually and thus help in monitoring the program.

In conclusion, RECOVER developed a team approach to providing a broad
spectrum of individually patterned and coordinated services entailing ex~
tensive use of existing community resources. Among other things, it demon-
strated how effectively professionals and trained paraprofessionals (Expe~
diters) could complement each other. Organi: ~tioh cf the team and its
modus operandi made full use of all staff expertise and with periodic brain-

storms implemented its continued development. Not only were staff involved
but they also, as Ann stressed in her report of RECOVER experiences, gave
clients a feeling of belonging to a big family. The staff see persistence
with patience, involvement and availability, along with personal guidance
and counseling and providing relevant, timely, action-type opportunities

as the key ingredients of developmental aftercare. The focus was the per~
son. It was not a predetermined goal such as vocational training and em-
ployment. The person’s stage of development (or regression), his values
and needs, determined goals. if a client was not ready for tompetitive
employment that, then, was not a goal.

Equally important, with the support of a progressive mental health
center, and payments from Social Security and the Division of Vocational
Rehabilitation, RECOVER can iook forward to a long life. This means the
dropouts can try again and the Graduate- who begin to topple will have a
net, With time and needed help, it is truly remarkable how the human
spirit can be resurrected.
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Major Life Areas (MLA) Scoring Criteria

The MLA total score reflects adequacy of general social functioning.
It is a composite of 5 subscores in the foilowing areas: (1) occupation,
(2) marital status, (3) living situation and material possessions, (&)
social activities, (5) re~reational activities.

Scores may be obtained for each area by using the scorina criteria
that follow: scores for each area shen combined become the total score.
Each o; the area scores and the total score also may be converted to T
scores based on data from samples of the general population.

T scores are obtained by entering raw scores in the profile sheets,

By joining dots made for raw score entries in each area with lines, a
profile results which graphically shows the levels of a respondent's scores
relative to "normal" standards. (By convention, T scores have a mean of

50 and a standard deviation cf 1Q)

Originally the MLA Q;s a separate questionnaire. To implement obta.n~-
ing intake information, the five areas were combined with other questions

to form a comprehensive, self-administering, Background Irfor.ation

questionnaire.

Questions in each of the five areas are intended %o elicit the types
of information typically sought in intake interviews, The format requires
some ''yes-no'' type answers, some brief wr.te-ins and some ratings. Ques-
tions concern activities over the past year, or over broader spans of past
time; they focus on types of activities or conditions and frequencies or
durations of these. The intent is to obtain some basic information in

each area not to explore it in depth.



<
-
-2 -
Scoring Codes for Each Area :
. 0 ¢
Codes and item numbers are for information obtained frem ihe Background :
Information questionnaire (kev. No. 6) (BIQJ.
Scoring is facilitated when code values are recordecd in the MLA Data
Sheet. .
1. Occupation: Information from Items (6, 9, 12) "4-20, (Section II in BIQ)
a) Source of Income: Item 6 Code
-, Dependent on parents; hospitalized !
) .
Dependent on relatives or friends 2
Full-time compensation, welfare, VA disability, etc. 3 -~
F
Earned retirement, partial self-support, Social .
Security, Unemployment Compensation L
Self-supporting (full-ti@e homemaker 5
b) Average Nuration: Item 15 1.
1 month or less 1
3 menths , 2
6 months 3 e
9 months L
12 months ; ]
c) Type Occupation: Item 16 -
Examples: Has not wo. ked 1 ‘AA
Babysitting, commop labor, busboy Unskilled 2
Fry cook, janitor, ettendant, Semi-skilied 3 a"
waitree- ) hd
All trades, LPN, mechanic Skidted L )
RN, CPA, teacher, manager, Professional, managerial, 5 /
chemist--require L+ years technical '
education &/or experience
d) Current Status: Items 17, 18, 19 (school i:ems 9, 12)
| No work or less than 1 wk. |1
Note: If part time,
reduce duration (hot code) 1 wk, to™T mo. . 2 o
by half, ) X
Note: Credit time in school 2m. tc 5 mo. 3 :
as employment (also half for__. . =
part time). o mo.jto 11 mo. L
Q .
EMC 12 mo, or more ) z
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Scoring Codes (continued)
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2. Marital Status: Information from Items (2) 56, 57, 58, 64, 65, 66.

(Section IV in BIQ)

a) Current Status: Item 56 Code
Never Married 1
Divorced 2
Separated 3
Widowed L
Married 5
b) Duration:  Items (2, 56, 57) 58 M 35 or older
i) If not separated or divorced F 31 or older
M 28-34 .
F_26-30 Never Married 1
M 18-27 B
F 18-25 Never Married Less than 2 yrs. 2
Never Married Less than 2 yrs. 2+ to k4 yrs. 3
Less than 2 yrs. 2+ to b4 yrs. bt to 8 yrs. L
2 or more yrs. L+ or more More than 8 yrs, 5

ii) If separated or divorced (use longest marriage in either case)

Less than 3 mo.

Less than 3 mo. Less than 3 mo.

3 to 6 mo. 3 to 9 mo. 3 mo. to 2 yrs. 2
6 mo. to 1 yr, 9+ mo. to 2 yrs. 2+ yrs to b yrs. 3
1+ yr. to 2 yrs. 2+ yrs. to &t yrs b+ yrs to 8 yrs. b
© More than 2 yrs. More than & yrs. More than 8 yrs. 5
c) Engaged-Dating: Items 6k, 65
Engaged or going steady Ho [
Dating 3
" 11 1 1 Yes 5
d) Erequency of Dating: Item 66
Note: If Item 6k is None to 1/yr. 1
yes this does not
applye. Every 3 to 6 mo. 2
About 1/mo. 3
2/mo. to 1/wke L
2 or more/wk. 5




Scoring Codes (zontinued)

3. Living Situation and Material Possessions:

-4 -

Information from Items 68-75.

(Section V in BIQ)

a) Mobility: Item 68 Code
More than 3 moves 1
Note: Meve to 3 moves 2
hospitai and back
= | move. 2 moves 3
1 move L
No moves 5
b) Type Living Situation: Item 69
> Parents, foster home i
Nursing home, halfway house 2
Relatives, friends 3
Rented .room, apt., hotel, boarding -4
Rent, buy house, duplex 5
c) Social Conditions: Items 70, 71
c, Mother, etc. 1
d, ¥, Other relatives, etc. 2
Self (#70) 3
b, e, With chiidren, etc. L
a, Spouse, etc. 5
d) Material Needs: Item 72 .
3 or more relevant needs 1
Note: This item may re~
ceive smart response, 1 or 2 relevant needs 3
e.g., million dollars;
score such as no need. No needs 5
e) Financial Problems: Items 74, 75 .
Yes, insufficient income and debts 1
Yes, insufficient income or debts 3

No problems
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Scoring Codes (continued)

L, Social Activities: Information from Items 77-98. (Section VI-1 in BIQ)

a) Activities with Other People: Items 77-82

Mean Rating . Code
0.0 - lao l
Sum numerals encircled
(ratings) and divide by 1.1 - 2,0 2
the number of ratings,
i.e., obtain mean rating; 2.1 - 3.0 3
find code for interval in
? which mean falls. 3.1 - 4.0 L
l}al - 5-0 5
b) Organizations or Groups: Items 83-98
* Mean Rating Code
0.0 - 1,0 1
Proceed as indicated 1.1 - 2,0 2
in a) above.
2-] - 3-0 3
3-] - l}ao ’ l*
l*.l - 5.0 5

5. Recreational Activities: Information from Items 99-112. (Section VI-2 in BIQ)

a) Passive Activities: Items 99-103

Mean Rating ' Code
0.0 - 1.0 ]
Proceed as indicated 1,1 - 2.0 2
in a} above.
2.1 - 3.0 3
3-] - l*ao l*
-
l}.l - 5.0 5
b) Active Activities: Items 104-107
Mean Rating Code
0.0 - loo !
Proceed as indicated 1.1 - 2.0 2
in a) above. ‘
2.] - 3-0 3
30] - l*ao l}

k.1 - 5.0 5
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Scoring Codes (continued) .

c) Productive Activities: Items 108-112

Mean Rating Code

0.0 - IQO l K
Proceed as indicated 1.1 - 2.0 i 2
in a) above.

2,1 - 3.0 3

3.] - LI'QO Ll'

Ll'.l - 5-0 5
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BACKGROUND INFORMATION (Rev. No. 6)

THE PURPOSE OF THIS FORM IS TO OBTAIN SOME INFORMATION ABOUT YOUR BACKGROUND.
READ EACH ITEM OR QUESTION CAREFULLY AND GIVE WHAT YOU FEEL IS THE BEST ANSWER.
PLEASE DO MCT SKIP ANY QUESTIONS. IF YOU ARE NOT CERTAIN ABOUT AN ANSWER, MAKE
THE BEST GUESS YOU CAN.

Name Present Date

1.

Sex: M__ E___ 2. Birthdate

3. Present Address
L, Phone 5. Social Security No.
6. Present source of income or financial support:
I. EDUCATION
7. Put a circle around the number of years of school you completed:
1 2 3 4 5.6 7 8 9 1¢c 11 12 13 14 15 16 17 18 19 20
8. How old were you when you last attended school?
If you have a college degree, what degree(s)?
In what major area(s) is your degree?
9. Are you attending college now? yes no__. If yes, date started
10. Vocational Training: Have you had vocational or special training? yes_  no__
11. If yes, what type of training? t
12. Are you taking vocational training now? yes_ _no__ .
If yes, date started
13. How satisfied or dissatisfied are you with the amount of schooling you have
had? Show this by putting a circle around the number below that best tells
this.
1 2 3 b 5
Very Dissatisfied Neither Satisfied Very
Dissatisfied ° Satisfied- Satisfied
Dissatisfied
I1. OCCUPATION
14, When were you first employed? Month Year
15. What was the longest time you were employed?

years months; from to (approx. dates)
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What has been your main type of work?

. Are you employed at preséﬁt? yes s full time part time

It no, when were you employed last?

If you are a woman, were you in the past or are you a housewife? yes no
If yes, was (or is) your main occupation that of a homemaker? yes no

If yes, when did you start being a homemaker? Date

If you stopped being a homemaker, when was that? Date

Over the past year, how many months were you employed {or a homemaker) all

told?

What was your main kind of work over the past year?

Military Service

Were you in military service? yes

What branch of service?

A1l told, how many years (months) were you in service?

When did you first enter service?

When were you last discharged?

What was the type of discharge?

How satisfied or dissatisfied are you with the kind of work you did (or with
not working if you were not employed)? ’

1 2 3 L 5
Very Dissatisfied Neither Satisfied Very
Dissatisfied Satisfied- Satisfied
Dissatisfied

FAMILY BACKGROUND

Chil dhood
While you were growing up (to about 18) were your parents living?

Mother (M) yes no Father (F) yes no

How old were you when (M__ F__) passed on?

Did you know your real parents? M - yes ; F = yes ho

Fe——
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29. Were your paren.s divorced? yes no

30. If yes, hov old were you when they divorced?

e

31. If yes. who did you live with?

During your childhood (to about 18), what were the following conditions:

[3

32. What was your father's occupation?

33. Mother's occupation?

34. How many brothers and sisters did you have? Brothers? Sisters?

2

What was your birth order?

How do you feel you got, along with the following {=amily members when you were
a child? (Put a circle around the appropriate number.)

Poor Average Good
35. Father 1 2 3
36. Mother 1 2 3
37. Brother(s) 1 2 3
38.,Sister(s) - 1 2 3

39. What other relatives viere important to you?

LO. In what locality d.d you spend most of your childhood?

L1, Did you have many friends while you were growing up? yes no

42, As you got into your teens, did you date giris (or boys)? yes no

L3, How old were you when you started dating?

LL, How old were you when you left home and were out on your own?

L5, All told, how satisfied or dissatisfied were you with your childhood up to

about 187
| 2 3 L 5
Very Dissatisfied Neither Satisfied Very
Dissatisfied Satisfied- Satisfied

Dissatisfied
Current Family-Relations

L6, Are your parents now living? F - yes no M - yes no

L7. What is your father's presént occupation?

L8, Mother's present occupation?




L9,

5C.
51,
52,
53.
5k,
55.
Iv.

56.

57.
58,

59.
60,

61,
62.
63.
6ls.

65.
66.

b -

Could your parents help you financially at present? yes no

How do you feel you get along with the following family members at present?

Poor Average Good
Father ] 2 3
Mother 1 2 3
Brother(s) 1 2 3
Sister(s) . ] 2 3 \ S
Do you see any of your relatives or family from time to time? yes no____

If yes, whom do you see most frequently?

MARITAL STATUS

Please check your present marital status: Never Married Divorced
Separated Widowed Married

All told, how many marriages have you had?

How long wete you married each time (including your present marriage)?
First marriage: from to
Second "¢ from to
Third " ¢ from to
Fourth "o frow to
How many children do you have? How many live with you now?
How old is your youngest child? __ How old is the oldest?
If married, does your husband or wife work? yes no
What is your husband'. or wife's present occupation?
What is his or her approximate monthly salary? ~
If you are single (not married at present for any reason), are you engaged
or going steady with someone? yes no «
If not engaged or going steady, do you date from time to time? yes_____ ho____
About how often do you have dates? Check one: None to about once a year__ ;

about every 3 to 6 months _ ; about once a month ; twice a month to once a

week___; two or more times a week




-

67.

Ve

69.

70.

1.

120

-5 .

How satisfied or dissatisfied are you with your present maritai situation?
1 2 3 4 5
Very Dissatisfied Neither Satisfied dery
Dissatisfied Satisfied- Satisfied

Dissatisfied

LIVING SITUATION AND MATERIAL POSSESSIONS

How many times did you move during the past year: More than 3 moves ;
3 moves ; 2 moves ; 1 move 3 ho moves .

During the past year, what kind of living quarters did you have? (If you moved
several times, what kind of place did you live in during most of the past year?)

Check one: Nursing home__ ; halfway house _ ; foster home__ ; living with

parents__ ; with other relativq___; with friend___; rented room__; hotel___;
rooming or boarding house _ ; apartment__ ; rented house or dupiex__; house
which I (we) own or are buying__; other:

~

During the past year, did you live alone nost of the time? yes no

If no, which of the following did you live with most of the time over the
past year? (Check appropriate space):

a) Spouse (and own family)
b) Only with children (or child): were children over 18___ under 18___ both

c) Mother (or step-M)___ Father (or step-F)___; other patients (if in hosp.)
d) Other relatives ; their relationship
e) fFriend(s) or roommate(s)

f) In-laws ; their relationship

What household or personal things do you badly need? Please list below:

73.

Do you intend to remaia in your present living situation? yes no

c——

Financial Problems

74. Have you had problems with debts during the past year? yes no
75. If yes, what were the main causes of these problems?
76. In general, how satisfied or dissatisfied are you with your living situation
(or situations) over the past year?
1 2 3 b4 5
Very Dissatisfied Neither "Satisfied Very
Dissatisfied Satisfied- Satisfied

Dissatisfied




Vi,

77.
78.
79.
80.

81,

82,

LEISURE TIME ACTIVITIES

The purpose of this section is to obtain some information about the kinds of
th.ings you do when not working or taking care of daily living needs.

SOCIAL ACTIVITIES

a) Activities with other People

What do you do to be with other people?
About how often do you do these things?

Please show about how often you do the following kinds of social things,
encircliny tiie number after each item that best shows this. (If not sure,
give your best: guess). Think of your activities over the past year.

1 2 3 b 5

Never Very Seldom Occasionally often Very Often
to to to 5 (More than once
Almost Never Once in a while Fairly Often a week)
Vigit or talk on the phone with relatives, friends, acquaintances | 23 4 5
Give or go to parties, dinners, picnics 123545

Participate in sports or any kind of games with others 1234¢

Go places with friends or relatives; for example, shows, dances,
outings, trips 12345

Attend meetings or planned activities; for example, church, clubs '
or social organizations 12345

Please 1ist any other kinds of social things you do that are not covered
by the above. (Be sure to show about how often you do them, )

12345

12345

12345

b) Organizations or Groups .

What kinds of organizations or groups do you belong to?
How actively do you participate in those you belong to?

Following is a list of 16 different kinds of organizations or groups.
Please show whether or not you belong to the kind of organization in-
dicated and how actively you participate. Do this by encircling the
appropriate number after each item,




|
l

y T
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The scale below tells what each number means.

83.
8L,

85.
86.

87.
88.

89.

90.
91.
92.
930
k.

95.
96.
97.
98.

1 2 3 4 5
Do not Belong - Attend Attend some meet- Attend Attend and
Belong very few meetings ings and go to regularly; participate

some activities participate regularly;
in most acti- active in

vities organization
leadership

Church or religious organizations 12345
Sports club, organization or league
(gqun, motorcycle, bowling, fishing, etc.) 12345
Fraternal or civic organizations, lodges, leagues or auxiliaries ‘
(Elks, Moose, Lions, Rotary, etc.) 12345
M}litary organizations
(NCO Club, Officers Club, American Legion, VFW, etc.) 12345
School organizations (PTA, nursery school, etc.) 12345
National or ethnic organizations (Sons of Italy, German Club,
Indian gathering, British American Club, etc.) 12345
Heal th organizations (Health Spa, TOPS Ciub, etc.) 12345
Special interest organizations (Garden club, dance club, Canasta
club, Acquarian Foundation, etc.) 12345
Labor organizations, unions 123 4.5
Sozial action groups, councils (Welfare Rights Action Council,
Mothers March, Mentally Retarded March, Citizens for Kidney
Patients, etc.) 12345
Performing groups (Barbershop Chorus, church choir, Community
Playhouse, etc.) 12345
"Learning,- sel f-development groups (reading and discussion group,

etc.) 12345

Mutual help groups (Neurotics Anonymous, Alcoholics Anonymous, etc) 1 2 3 4 5

Professional organizations (State Nurses' Assn., American Dietetic
Assn., National Assh., of Social Workers, National Ed, Assn., etc.) 1 23 4 5

-

Business organizations (Grange, Commerce Club, JayCee, etc.)

Multiple purpose organizations (YMCA, WWCA, hL=H, etc,)

12345

o—

2345




RECREATIONAL ACTIVITIES

What are the main kinds of things you do for recreation, for entertainment
or just to pass time? About how often do you do these things?

a) Passive Activities

What kinds of things do you do for recreation that do not require much
action or effort? Think of things you usually do by yourself--or with-
out being involved with someone else.

Please show how often you do the following things by encircling the appro-
priate number after each item. The scale below shows what the numbers mean.

] 2 3 b 5
Never Very Seldom Occasionally Often Very

or . to to Often
Almost Never Once in a While Fairly Often (more than

once a week)

Watch TV or listen to radio 12345

Read novels, magazines, comics, etc. (entertainment reading) 12345

Go to movies, plays or other performances 123435
Do nothing; sit, relax, nap 12345

List other things you do for entertainment or to pass time that
do not require much effort:

b) Active Activities

What kinds of things do you do for recreation that are active
and do require effort? Show about how often you do the foilow-
ing kinds of .things:

Engage in sports (any type of team sports, exercise, job, swim,
fish, hunt, ride horses)

Take trips, camp, hike
Play active games requiring skill (bowl, pool, golf, tennis)

List other active things you do for recreation:




c¢) Productive Activities

What kinds of things do you do to create or make things or learn something?
About how often do you do these things?

1 2 3 L 5
Never Very Seldom Occasional ly often Very Often
or to to (more than
Almost Never Once in a While Fairly Often once a week)

Make or create things (sew, cook special dishes, do woodwork,
paint, write, repair things) 12345

Maintain or develop skills (practice or play a musical instrument,
.rk to improve skill in games or sports--bridge, chess, golf) 12345

Take courses, study, attend workshops or lectures - 12345

Volunteer work (schoo!, hospital, church, political) 12345

List other productive activities not included above:

2345

2345

2345

In general, how satisfied or dissatisfied are you with your social and"
leisure time activities?

1 2 3 L )
Very Dissatisfied Neither Satisfied Very
Dissatisfied Satisfied~ Satisfied
Dissatisfied




-

VII.
114,

115,

116.
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MEDICAL HISTORY

Have you had any serious physical illnesses or injuries any time in your
life up to the present? yes ho

If yes, list the type of injury or illness in order of occurrence:

Type of injury or iliness

1)

year 3 hospitalized? yes__ no___; If yes, how long?

Were there any after-effects? yes___no__ ; If yes, describe:

2)

year ; hospitalized? yes___no___; If yes, how long?

Were there any after-effects? yes_ _ no__; If yes, describe?

3)

year ; hospftalized? yes___ no__; If yes, how long?

Were there any after-effects? yes no___; If yes, describe:

Did you ever have any head injuries or brain diseases (e.qg., encephalitis,
stroke, etc,)? yes__ _no___ If yes, describe “he type of brain injury or

illness;

year ; hospitalized? yes__ no__ ; If yes, how long?

Were you unconscious? yes_ no___ If yes, how long?

Have you had trouble with any of the following over the past year?

None Some Alot
Dizziness \ I 2 3
Headaches 1 2 3
Fainting | 2 3
Trouble with vision 1 2 3
Seizures 1 2 3
Paralysis or numbness ] 2 3
Other problems ] 71 7 2 ”3




117.

VIII.
118,
119,
120.

121,

o~
- 11 -

How poor or good is your present physical health?

1 2 3 b 5
Very Poor Adequate Good Very
Poor Good

_PSYCHIATRIC HOSPITALIZATIONS AND TREATMENT

Have you received treatment in a mental hospital? yes___ no

If yes, how many times, all told

How old were you when you first went to a mental hospital?

Yhat do you feel were the main reasons for your going to a mental hospital?

122.

123.

124,

When were you in a mental hospital the last time? From to
Where?

Medication

Are you taking mediqgtion at present? yes __ no

Name of Medication Dosage Date Began

125.

Name & Address of doctor prescribing medication:

126,
127.

Are you getting prescriptions from this doctor at present? yes no
How do you feel about your medication?

Is it helping you? yes___ ho

Are you getting the right amount? yes no

I1f no, explain:
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IX. SOCIAL {ROBLEMS
1) Problems with Alcohol
128. Has alcohol been a problem? yes __ no__
129. 1If yes, how long has it been a problem?
130. How long have you been dry?
2) Problems with Drugs
131, Have drugs ever been a problem? yes__ no_ _
132. If so, describe (type drug(s), how used and dates):"
133.  Are you having difficulties with drugs at present? yes_ no___
134. If yes, what kind of difficulty?
3) Social Offenses
135. Have you ever had difficulties with the law or courts, not counting minor
traffic citations? yes_  no___ )
136, If yes, describe: a) the type of offense(s) b) date(s) and c¢) outcome(s)
a) Type of Offense b) Date
c) Outcome
a) b)
¢) Outcome
a) b)
c) Outcome
137. Are you on probation or parole at the present time? yes___ no___
138, If so, for what offense?
139. Terms of probation or parole: a) began b) ends
¢) special conditionss___
140, Name of probation or parole officer:

Address: Fhone:




-
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X. PERSONKAL APPRAISAL

141. Vhat do you see as your main problems at the present time?
Per sonal Assets and Liabilities

142, \hat do you feel are your five best qualities as a person?

143. What do you feel are your five worst qualities as a person?
Need for Program

thh. What do you want to accomplish by being in the RECOVER Program?

Ty




APPENDIX B

Correlational Matrix:
Major Background Measures

M L A
EI3 P-R 0cC MS LS SA LT TS

o lidy $29% -.26% -.05 05 -.25% -.07 -.12
= 29% 036% 27 .10 JA7  -.01 $29%

-e29% -.26% -.04 -,58% - L1% -, 57%

¢ 3] w . 20* . ] 9* = Ol,' . l*77':

' MS .30 .01 -.02 o Ll
LS -.16 "o]l* 027*
SA 51 . blg:

LT . 56%

2IHT3 = 3-year pre In-Hospital-Time; EI3 = 3-year pre Employment Index;
P-R = Process-Reactive (high score = process); MLA = Major Life Area
scores: 0CC = Occupation; MS = Marital Situation; LS = Living Situation;
SA = Social Actijvities; LT = Leisure Time activities; TS = Total Score.
*Significant at .05 level or less; all correlations based on combined
male and female Graduate and Terminate groups; Ns = 79 or 80.
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Summaries of Analysis of Variance
In-Hospital-

for

APPENDIX D

Time

Hales
Sources df MS F p
Between Groups (G) 4 570.6 .77 ns
Error (between) 112 74,5
Pre-Post (P) ] 6,666.3 18,63 <.001
GxP - L 718.2 2.01 L05<P<.10
Error (within) 112 357.8
Females
Sources df MS F p
Between Groups (G) L 2,605.5 3.51 <,01
Error (between) 132 742.8
Pre-Post (P) 11,1200 3.61 <01
GxP 4 156.6 .51 ns
Error (within) 132 309.9




APPENDIX E

Summaries of Analysis of Varjance
for Time Employed

Error (within) 35 1,184.6

Mal es
Sources df MS F p
Between Groups (G) i 6,564,5 4,39 <,05
Error (between) 25 1,495,9
Pre-Post (P) 1 816,6 .63 ns
G x P 1 6,165.3 b7k <,05
Error (within) 25 1,301.4
Females
Sources df MS F P
Between Groups (G) 1 L,455,0 2.03 ns
Error (between) 35 2,195.5
Pre-Post (P) 1 1,743.3 1.47 ns
GxP 1 921.4 .78 ns




Summary of Analysis of Variance
for Social Adequacy (Major Life Nreas Total Scores)

Males

APPENDIX F

Sources

Between Groups (G)
Error (between)

Pre-Post (PYT\
GxP
Error (within)

ns

<.091

ns

Females
g —

Sources

Between Groups (g)
Error (between)

Pre-Post (P)
GxP
Error (within)

ns

<.091
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APPENDIX G

Pre~ and Post-Mean Scores
for SDI, PSI and I&P

Graduatgs Terminates+30

M F M F
Pre Post Pre Post | Pre Post | Pre Post
I fa Mofba 47 | bo 43 ko W3 |42 49
N 18 1 30 18 12 L 17 3
62 2.8 2.3 2.8 2.5} 2.0 .7 13.3 3.7
01 uf M 3.2 3.1 3.9 3.1 } 2.6 2.7 |b4.2 2.7
N 18 1 30 18 12 L 17 3
o2 {42 4.0 3.8 2.6 | 1.7 1.4 | 3.1 4.6
PSI M .5 .5 1.0 1.5 .7 8 11.3 .9
N 18 1 29 17 12 [ 17 3
o2 2 2 6 2.8 2 .3}1.0 .3
6P M 37 41 36 33 35 33 4 32
N 17 10 29 17 12 L 15 3
161 90 14 130 | 117 L2 | 292 296
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